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Abstract 
 
Patterns of Care: a work sampling study in mental health nursing. 
Summary 
A shift has occurred in mental health services since 
deinstitutionalisation in the 1980’s with the modern focus being on the life of 
the consumer outside of the hospital environment. Despite this shift inpatient 
units remain a central provider of care in mental health services, with the 
majority of care being provided by nurses. Recent reviews of nursing practice 
highlight a role shift from care to interventions and from engagement to 
technology resulting in a diffusion of the mental health nurses’ role and 
professional identity. General consensus remains that the role of the mental 
health nurse is to work with the consumer, developing relationships, assisting 
with the unforeseeable and keeping the patient safe, though contextual 
realities, competing demands and poor professional identity impede practices 
that bring this to reality.  
Aims 
The overarching goal of this study was to develop an understanding of 
the proportion of time nurses spend in direct care activities with consumers of 
mental health inpatient services. The outcome of this understanding is to 
inform the development and implementation of a service model defined for 
the mental health nursing context with the aim of re-establishing nursing 
interventions that promote consumer well-being. 
Significance of research 
Mental disorder is a collective term for a range of disorders that impact 
upon an individual’s social, emotional, cognitive and behavioural functioning 
and an estimated 20% of Australians experience mental health symptoms 
every year. Nurses represent the most prevalent professional group 
employed within the health care sector and the only profession providing 
care around the clock within the hospital setting. A recent work sampling 
study identified that only 32% of nursing time is spent in direct care activity 
with the mental health consumer resulting in the perception of care 
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deficiencies related to the unavailability of nurses. During this study various 
environmental, structural and organisational factors impacted on the 
therapeutic engagement between consumer and nurse. In light of the 
outcomes of this study, it is necessary for mental health nurses to re-
establish their therapeutic availability. In the context of the prevailing culture 
in mental health services, a change in nursing praxis will need to be guided 
by a comprehensive model of practice that draws on the best available 
evidence of what activities constitute best nursing practice in the mental 
health setting.  
Research design & methods 
This research uses work sampling methods to quantify the activities of 
nurses in a mental health inpatient setting. The researcher completed 50 
hours of random observations of nursing activity on three acute adult mental 
health inpatient wards over a period of six weeks.   
Outcomes 
The outcomes of this study is evidence of the current proportion of time 
nurses working in an acute mental health inpatient unit spend in direct care 
activities with consumers on a per shift basis. The observations of this study 
determined that nurses’ time in the mental health setting is accounted for 
31.65% in direct care, 51.63% in indirect care and 16.71% in service related 
activities. The results of this study support the proposed development of a 
research strategy to evaluate the effectiveness of a consumer-centred 
mental health nursing service model to achieve improvements in consumer 
specific outcomes, through increased availability of nursing in direct care 
activities. The recommendations of this study will also contribute to further 
validation of the PARiHS framework as an effective implementation strategy 
to support development and introduction of evidence based practices in the 
clinical environment. 
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Note to readers: 
 
Over the course of history many terms have been used interchangeably to 
describe the experience of psychiatric symptoms and syndromes including 
mental illness, mental health, mental health issues, mental disability and 
mental disorders. For the purpose of consistency and ease of reading this 
paper will use the term mental illness.  
Not dissimilarly many nomenclatures have been given to those that 
experience the symptoms of mental illness and access health services; this 
list though not conclusive includes inmate, patient, client, consumer, person 
with mental disorder and service user. Many of these are recognised as 
focusing on the sick role and recent policy in line with recovery-orientated 
services indicates that the preferred term is consumer.  
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Chapter 1: Introduction 
 
The Council of Australian Governments (COAG) has identified the first 
priority of National Mental Health Reform as being to develop and promote 
person-centred recovery-orientated approaches (Council of Australian 
Governments, 2012). A shift has occurred since the deinstitutionalisation 
phase during the 1980’s with the contemporary focus being on the life of the 
consumer outside of the hospital environment. Despite this shift, inpatient 
units remain a central provider of care in mental health services, with the 
majority of care being provided by nurses. Furaker (2009) calculates that 
nurses spend approximately 95% of the work day on the ward. A substantial 
body of studies report an average of 36% of this time being spent in direct 
care activities, 50% in indirect activities and 7% in service related activities 
(Bee et al., 2006; Furaker, 2009; Whittington & McLaughlin, 2000). 
Historically mental health treatment was delivered in asylums with care being 
provided by attendants with little to no professional training, but the edict to 
provide for the basic human needs of their charges (Cutcliffe, 2003; Nolan, 
1991, 2012). The 1980’s saw the deinstitutionalisation of mental health care 
and a push to eradicate the asylums and move towards community health 
services. There continues various debates as to the effectiveness and reality 
of this measure with present day mental health care being provided in a 
variety of settings including hospital, residential and community services 
(Burns, 2014; Priebe & Turner, 2003). Regardless of the environment and 
real estate upon where services are offered, nurses have been providing 
care for individuals with a mental disorder since health care began. Not 
without impact over this time the role has seen changes in both the structure 
and philosophy of psychiatry. Traditionally MHN was based on 
psychodynamic approaches to engage consumer development in 
interpersonal dynamics and creating a personally safe environment (Vaughn, 
Webster, Orahood, & Young, 1995).  
Globally professional codes of conduct, codes of ethics and practice 
standards provide clear guidance on the boundaries of the professional 
nursing role with specific parameters related to the rules and regulation that 
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govern nursing practice. In Australia the Standards for Practice for Australian 
Mental Health Nurses (ACMHN, 2010) provides the philosophical basis for 
the required attributes of knowledge, skills and attitudes required to provide 
nursing care for people with mental health issues.  This document describes 
the role of the mental health nurse as being that which utilises a holistic 
approach, is guided by evidence and collaborates with individuals, families 
and communities to work towards recovery, as defined by the individual 
(ACMHN, 2010, p. 5). The difficulty remains in guiding how this model looks 
in practice as health care services move towards the era of Key Performance 
Indicators and National Outcome targets which focus on treatment outcomes, 
lengths of stay and readmission rates. Barker (2009) describes mental health 
nursing as a craft through which nurses care, and expresses interest with the 
focus on treatment in current mental health nursing texts, suggesting that it is 
a combination of these, treatment and caring, that needs to be embraced to 
form reality. 
The recovery agenda (see Chapter 3), a consumer developed 
approach, prioritises a social model for understanding mental disorders and 
has strengthened the momentum of consumer involvement in health care 
planning and service delivery, supported by the nursing agenda to provide a 
more participatory model of care based on shared decision making (Slade, 
2010, Stratford, Brophy, Beaton & Castle, 2013). Progress is complicated by 
a number of factors including legislation, the acute nature of inpatient units 
resulting in an increasingly complex environment, the primacy of the medical 
model and MHN’s uncertainty regarding their philosophical underpinnings of 
care (Cleary, 2004; Handsley & Stocks, 2009; O'Brien, 2001). 
 These factors impact upon the available time for MHN to engage in a 
therapeutic role. Additionally a lack of a singular model of care means 
members of the nursing team adopt different models resulting in conflict and 
tensions. As the framework of care changes to incorporate the recovery 
agenda of modern policy it is important that mental health nursing reclaim its 
role as being therapeutic agents engaged in optimising consumer outcomes 
within this setting.  
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Mental disorder is a collective term for a range of disorders that impact 
upon an individual’s social, emotional, cognitive and behavioural functioning. 
Mental disorders are diagnosed against a categorical system of symptoms 
outlined in the Diagnostic and Statistical Manual of Mental Disorders 5th 
edition (DSM 5) (5th ed.; DSM–5; American Psychiatric Association, 2013), 
though an alternative option has arrived in the International Classification of 
Mental and Behavioural Disorders (ICD-10) (World Health Organisation, 
1992). Both provide guidance as to the diagnostic criteria for the broad 
spectrum of mental health disorders, which includes depression, anxiety 
disorders, bipolar disorder, ADHD, autism spectrum disorders, anorexia 
nervosa, bulimia nervosa, and schizophrenia.  
 Mental health disorders are a global concern with the World Health 
Organisation (WHO) estimating that 450 million people suffer from a mental 
disorder (WHO, 2003, 2006) worldwide. An estimated 20% of Australians 
experience mental health symptoms each year (AIHW, 2012a) with 45.5% 
experiencing a mental health disorder during the course of their lifetime and 
11.9% of the population requiring access to mental health services (Slade et 
al., 2009). Mental health disorders are a leading cause of escalating health 
care costs and the global burden of disease outcomes highlight mental 
disorders as a leading cause of life years lost to disability (Lopez, Mathers, 
Ezzati, Jamison, & Murray, 2001) with indications that this burden is set to 
rise by 2020, with unipolar depression, alcohol use, bipolar disorder, 
schizophrenia and obsessive-compulsive disorder ranking within the top 10 
causes of disability (Lopez & Murray, 1998). People with mental illness have 
a greater risk of premature death with suicide being the leading cause of 
death among young people globally (WHO, 2013). Furthermore people 
diagnosed with mental illness have higher rates of physical morbidity 
resulting in a significant life expectancy gap compared to the general 
population (Happell, Platania-Phung, & Scott, 2013; Robson & Gray, 2007).  
The health care budget represents the greatest government cost, the 
median percentage of government health budget dedicated to mental health 
is 2.8% globally (WHO, 2011) and 7.3% nationally (Fourth National Mental 
Health Plan, 2009), with human resources making up the majority of 
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expenditures. Globally, nurses represent the most prevalent professional 
group working in the mental health sector with the median rate of nurses (5.8 
per 100,000 population) being greater than the rate of all other human 
resources groups combined (WHO, 2011). In Australia nurses account for 
approximately 60% of the health professional workforce (Turner, Davies, 
Beattie, Vickerstaff, & Wilkinson, 2006) and nurses employed in the mental 
health setting account for approximately 6.2% of the total nursing workforce 
(AIHW, 2012b), with the greatest concentration being employed in the 
inpatient setting (AIHW, 2012a). With this in mind WHO outline the necessity 
for an adequately qualified mental health nursing workforce for service 
provision and highlights the importance of mental health content within 
undergraduate nursing curriculum which are reinforced in the essence of 
national standards and policy (Australia Department of Health and Ageing, 
2002; Australian Government, 2010; Council of Australian Governments, 
2012; Rose, 1993; WHO, 2007).  
 
Research Problem  
 
A shift has occurred since deinstitutionalisation in the 1980’s with the 
modern focus being on the life of the consumer outside of the hospital 
environment. Despite this shift inpatient units remain a central provider of 
care in mental health services, with the majority of care being provided by 
nurses, albeit with an adaption to brief nursing interventions. The evolution of 
the science of psychiatry has seen a concentration on the medical treatment 
of mental disorders and with it, a fundamental shift to the role of nursing has 
occurred (Horsfall, Cleary, & Hunt, 2010). Broad scale reviews of nursing 
practice locally and in the United Kingdom (UK) highlight the shift from care 
to interventions and from engagement to technology (Department of Health, 
2006; Scottish Executive, 2006) resulting in a diffusion of the mental health 
nurses’ role and professional identity.  
Concerns have been raised that evidence based mental health nursing 
interventions are not being delivered to patients because of inadequate 
training (Salvage, 2007). The modern focus on the medical model has 
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enhanced the mental health nurses knowledge and competence in various 
medical treatments, but at the cost of the caring role. Barker (2009) highlights 
that neither the abolition of slavery, the emancipation of women, the civil 
rights or the gay rights movements were driven by ‘evidence’ but based on 
the rights (or wrongs) of human values. So it is with the consumer movement 
that has demanded improvement in the quality of care provided to those with 
mental health disorders. Whilst biomedical research continues to hunt for the 
next genetic or neuro-scientific breakthrough it is necessary for nurses to 
return to engaging with the feelings, thoughts and social behaviours, 
described by Craddock as ‘the complexities at the heart of being human’ 
(2013, p. 30).  
 
Research Purpose 
 
The overarching goal of this primary research is to develop an 
understanding of the proportion of time nurses spend in direct care activities 
with consumers of mental health inpatient services. The outcome of this 
understanding is to guide and inform a knowledge translation strategy 
through the development and implementation of a service model defined for 
the mental health nursing context with the aim of re-establishing nursing 
interventions that promote consumer well-being. The outcome of this primary 
research provides evidence to support research implementation, framework 
and methodology to address this purpose. 
   
Outline of Document 
 
This thesis is a combination of primary research and a strategy for 
implementing and testing the effectiveness of the research findings. Hence 
the document is divided into five chapters and will provide the background, 
context and plan for the mental health nursing service model research 
development and implementation project.  
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Chapter 1 outlines the current context of mental health and illness in 
Australia with consideration of the impact of economic issues in relation to 
health care funding. This chapter also introduces the role mental health 
nursing plays in the care and treatment of individuals with a mental disorder, 
and the historical factors that have influenced this role.  
Chapter 2 further explores the historical development and changes to 
the mental health nurses’ role with a critical review of the education system 
that has stemmed alongside this process. Within these vestibules of time this 
chapter will explore how these reformations have impacted upon the 
professional identity of the mental health nurse and how in turn this has 
impacted upon patient care and outcomes.   
Chapter 3 describes the medical and social paradigms that have risen 
and given direction to the identification and treatment of mental illness 
throughout the history of mental health services.  
Chapter 4 reviews the literature available on the use of work sampling 
in the healthcare environment to study the activity of nurses employed in the 
inpatient mental health care setting. 
Chapter 5 describes the research design and methodology of the 
Patterns of Care study, designed to observe and record the activities of 
nurses practicing in the mental health setting.  
Chapter 6 reports the outcomes of the Patterns of Care study in relation 
to the proportions of time nurses spend in direct, indirect and service related 
activities.  
Chapter 7 explores the outcomes of the Patterns of Care study with 
consideration of the extant literature including discussion of the study’s 
limitations. This chapter also discusses the importance of progressing this 
research to re-establish the therapeutic availability of nurses in the mental 
health setting. 
Chapter 8 provides recommendations guided by the outcomes of the 
primary research with consideration of defining a mental health nursing 
service model of care by highlighting practices that hinder and facilitate 
nursing activities that promote consumer outcomes. This chapter introduces 
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the Promoting Action Research in Health Services (PARiHS) framework as a 
recommendation to guide and inform the development of a mental health 
nursing service model. This chapter outlines the proposed research protocol 
for implementation of the recommendations focusing on the design of a 
mental health nursing service model.  
 
Conclusion 
 
Mental health nursing is at the precipice of a philosophical change and 
therefore needs to define the profession’s role and contribution to the care of 
people with mental health disorders. To do this it is necessary to identify the 
current practices, explore the preferred practices and identify the barriers and 
facilitators to implementing changes to this role. This information will assist to 
inform the development and implementation of a mental health nursing 
service model. 
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Chapter 2: Mental Health Nursing 
 
History of Mental Health Nursing 
 
Earliest descriptions of mental health nursing fall under the context of 
‘attendants’ who provided care for patients with ‘madness’ and maintained 
the upkeep of the institution in the era of asylums. Whilst Nightingale 
provided a clear account for nursing practice in general at this time, there is 
no parallel account of asylum care (O'Brien, 2001). Stories do exist, and 
while most report the custodial nature of the attendants’ role, these are 
infiltrated by occasional reports of attention to both the physical and spiritual 
welfare of patients (Nolan, 2012; Sabella & Fay-Hillier, 2014).  
The 19th century saw a shift with the introduction of moral management 
that reflected the philosophy of humane care (Happell, 2007) with 
suggestions that patients responded better to sensitive care (Nolan, 2012; 
Sabella & Fay-Hillier, 2014).  The focus shifted from restraint practices to that 
of nurturing the individual, exemplified by the introduction of legislation that 
mandated persons with signs of a mental disorder be admitted to ‘lunatic 
asylums’ rather than gaol (Happell, 2007), an early indication that individuals 
with a mental disorder needed treatment not punishment. This shift also 
marked the introduction of attendant training, though it is suggested by Nolan 
(2012) that this shift was in response to both political and professional 
pressures rather than a need to improve patient care.  With the overcrowding 
of asylums, improvements were required to improve productivity, whilst 
professionally, education was considered to attract a better quality of person 
and secure the profession with a sense of respectability. Interestingly O’Brien 
(2001) contends that it is this perceived need for medical knowledge that 
began the demise of the therapeutic relationship, suggesting that the modern 
conflict with comprehensive nursing curricula is not a new notion.  
The 1950’s – 1980’s brought significant changes with advances in 
medical science resulting in a focus on medical treatment and the 
demarcation of nursing into the specialty practices of general, midwifery and 
psychiatric nursing. Fundamentally the primary treatment technique within 
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the mental health setting was that of staff to patient interaction, and the 
availability of nurses round the clock garnered them the therapeutic role 
within this relationship (Sandford, Elzinga, & Iversen, 1990). Though as 
medical sciences developed and a shift to community-based treatment 
occurred the ambiguity of the role of the inpatient mental health nurse set in. 
This shift also brought about changes in mental health nursing education with 
a transition to the tertiary setting and a move to the modern day 
comprehensive curricula.  
Peplau’s conception of the mental health nurse was one of counselor, 
therapist, teacher, leader, and a resource for the consumer (Sabella & Fay-
Hillier, 2014).  Hurley (2009) describes the contemporary mental health 
nursing role as varied, complex and multifaceted. Taua, Hepworth & Neville’s 
(2012) review of the literature identified seven categories of nursing 
interventions: advocacy/health promotion (including working with families); 
assessment/case management; behavioural interventions; communication; 
leadership and the nurse’s role within the multidisciplinary team; functions 
regarding medication administration; and safety/risk management. Nurses 
describe their role as providing counselling, support, comfort and education, 
whilst promoting skills and strategies to cope along with increasing 
independence and self-care (Hercelinskyj, Cruickshank, Brown, & Phillips, 
2013). Concurrently, nurses report increasing affiliation with the medical 
model of care as the foundation for care delivery in modern mental health 
inpatient units resulting in a default treatment plan of hospitalisation, 
medication and community reintegration (Carlyle, Crowe, & Deering, 2012; 
Radcliffe & Smith, 2007).  This, alongside ‘creeping genericism’, which has 
seen a blurring of boundaries between the various disciplines now involved in 
the care of individuals with a mental disorder (Brown, 2000), and the 
transition to comprehensive nursing education, has affected the professional 
identity of mental health nurses.  
In essence there is a divide between mental health nurses’ practice 
identity and organisational identity. Whilst research associates the benefit of 
staff-patient interaction with improved clinical outcomes (Collins 1985; 
Sharac 2010), the increasing patient acuity, activity, reduced length of stay 
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and shift in care focus impact upon the mental health nurses availability to 
partake in this relationship (Radcliffe & Smith, 2007; Sharac et al., 2010).  In 
fact the literature purports that patients spend only 8%-16% of their time in 
any form of interactive activity with staff (Poole, Sanson-Fisher, & Thompson, 
1981; Radcliffe & Smith, 2007). As the nurse’s 24 hour presence affords 
them the greatest opportunity to engage with the consumer it is necessary to 
determine how nursing activities are allocated time within the inpatient 
mental health environment.   
Assessing the extent of interaction is important for both clinical and 
economic reasons, with most inpatient care cost being attributable to 
personnel costs it is imperative in the current economic climate to 
demonstrate the value of nursing care in this setting.  On a personal cost, 
improved patient outcomes are associated with patient activity and social 
interaction, with consumers highlighting the significance of being involved 
and engaged in the environment of their treatment and recovery, ultimately 
describing relationships as being the most important component of care 
(Brimblecombe, 2007; Theodoridou, 2012).  
Presently mental health nurses are described simply by their main area 
of nursing practice rather than on the basis of qualification (MHWAC, 2008); 
in contrast the ACMHN defines a mental health nurse as being a registered 
nurse who holds a recognised specialist qualification in mental health nursing 
(Gendek, 2011), those that successfully apply are titled as a Credentialed 
Mental Health Nurse (CMHN). Up until 2010 endorsement as a Mental 
Health Nurse was evidenced with registration with Queensland Nursing 
Council (QNC), but was lost with the shift to national registration in July 2010, 
despite recognition as a specialty field of nursing (N3ET, 2006b). Though a 
financial incentive remains in some settings with an increase of base pay rate 
upon provision of evidence of qualification attainment, less are taking up this 
pathway each year. In a UK survey 85% of respondents indicated the 
importance of post graduate education leading towards either a professional 
or academic qualification (Jones, 2003). 
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MHN Education 
 
Training for psychiatric attendants (the earliest nursing title) is first 
reported in the literature from the late 1700’s, followed by reports of 
systematic training from 1851, provided in the United Kingdom at Crichton 
Royal Hospital, Dumfries (Cutcliffe, 2003; Nolan, 2012). Similarly early 
reports of nursing education in Australia originate from the mid to late 1800’s 
with Matron Bathsheba Ghost (previously a convict sentenced to 14 years for 
receiving stolen goods) providing rudimentary on the job nursing training 
(NSW State Government, 2012). Commonly nursing curricula at this time 
were defined by the ‘Red Book’ (The Handbook for the Instruction of 
Attendants on the Insane published by the British Medico-Psychological 
Association from 1885 - 1979), and taught by the medical directors of the 
asylums, examples being a course of 12 lectures offered over a three year 
period (Finnane, 2008; Henderson & Martyr, 2012). Education but one 
consideration for employment as carer for the mentally ill, temperament was 
also a significant consideration, hence enrolment in training was dependent 
upon character references rather than academic ability (Nolan, 2012; Sabella 
& Fay-Hillier, 2014). 
Early mental health nursing tertiary curricula as described by Perry 
(2006, p. 133) incorporated mental health nursing science (sociology, 
psychology, theories of behaviour, research and health systems), mental 
health nursing studies (health education, nursing care/interventions and 
community nursing), nursing skills (practical procedures and first aid), 
communication (counselling, group work and psychotherapies), and 
biological science (human biology, microbiology, pharmacology, medical 
disorders and their related nursing care). With curricula formalisation came 
the shift from work based education which involved employed students 
receiving lectures within the service to block education within the tertiary 
setting and clinical placements in the work area. However, at this time, the 
duration of clinical placement continued to outweigh the time spent in the 
classroom. Naturally this shift was followed by change to the nursing 
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education syllabus resulting in an increased focus on the biological, physical 
and medical sciences (Russell, 1990).  
Interestingly, the late 1950’s accounted for a very mixed time in nursing 
education history:  whilst 1957 saw the beginning of shared education in 
some parts of Australia, with general nurses being offered the opportunity to 
complete the mental health nursing course (Dibden, 2010), elsewhere 
specialty specific schools, such as the Mental Health School of Nursing in 
WA, were just opening their doors (Perry, 2006). During the late 1960’s 
investigations regarding nursing education as a whole were held in all states 
resulting in 2 reports: one (Matron’s Report, 1967 and 1969) asserts the 
benefits of hospital based training whilst the other (Truskett Report, 1970) 
champions the establishment of colleges of advanced education that remain 
affiliated with hospitals (Russell, 1990; Witham, 1999). At this time all states 
of Australia maintained separate certification for mental health nursing 
(Russell, 1990). By 1975 the ‘Goals in Nursing Education’ publication 
recommend comprehensive nursing education with a single qualification, that 
of diploma level and plans were recommended for complete transfer by 1985 
(Henderson & Martyr, 2012; Witham, 1999), an end that became reality in 
1984 with the federal government committing to the transfer of all nursing 
education to the advanced education sector with plan to have last intake of 
hospital based trainees in 1990 (Happell, 2009; Perry, 2006; Witham, 1999).  
Around this time a Diploma of Mental Health Nursing was approved by 
the WA Registration Board but eschewed by the State Government citing 
economic constraints (Henderson & Martyr, 2012). Various efforts were 
made to maintain separate courses, an example being the establishment of 
the WA MHN Tertiary Education Task Force in 1988, who ultimately were 
unable to agree as a result of agendas driven by personal interest and 
preferences (Henderson & Martyr, 2012). An experience that was repeated 
often, as exampled by Russell (1990) who outlines the failure of various 
nursing organisations to present a unified front, in fact often presenting 
contradictory positions for the future of nursing education as a whole. 
Ultimately completion of transfer of nursing education, as a comprehensive 
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program, to the tertiary sector across Australia was accomplished by 1993 
(Witham, 1999).  
Usher (2006) contends that the pretence for basing nursing education in 
the higher education sector was an important step towards the advancement 
of the nursing profession, but little was considered as to how this may impact 
upon the practice of the discipline. Russel (1990) adds that this process 
failed to take into consideration the needs of the health care system and 
consequently the needs of those requiring our services. Up until this time 
employment within the mental health setting was restricted to those with 
mental health qualifications (Happell & Cutcliffe, 2011) ensuring that 
consumers of these services received nursing care provided by a health 
professional with specialty training in the field.  
A further challenge associated is how nursing students conceptualise 
nursing which is typically associated with the technical and mechanical skills 
of delivering treatment, taking vital signs and monitoring and recording 
consumer status. It is difficult then when asking nursing students to transition 
into the role of the mental health nurse; one poorly defined but centred by the 
premise of being with the consumer (Sabella & Fay-Hillier, 2014). Especially 
when on clinical placement nursing students will witness the nurse in the 
mental health setting devoting time to indirect cares preventing them from 
being with the consumer. 
Since nursing began there has been little stability and as we wander 
through the vestibules of history we oft hear the familiar debates related to 
location (hospital vs. tertiary); content (general vs. specialty) and balance 
(theory vs. practicum) that continue today. For mental health nursing the 
longest debate surrounds that of identity – are we general nurses with a 
specialty in mental health or are we mental health nurses with 
comprehensive training. Some countries, such as the United Kingdom have 
maintained the demarcation between general and mental health nursing 
education, whilst others (Australia, USA, and Canada) have taken the path of 
comprehensive undergraduate training, though some tertiary institutions 
have retained options for mental health nursing specialisation. The argument 
for comprehensive education lay in the foundations that all nurses require the 
 23 
skills of forming therapeutic relationships, a tenet fundamentally embedded in 
mental health nursing, and that all consumers require their physical health 
needs to be appropriately met, an essential premise of general nursing. It is a 
commonly expressed concern (globally) that the evolution of comprehensive 
training has reduced the hours allocated to the mental health specialty which 
leaves graduating nurses unprepared for the realities of the mental health 
setting or worse a disinterest in the speciality (Cutcliffe, 2003; Jones, 2003). 
Happell (2006) asserts the responsibility of comprehensive nursing 
education as two-fold; to prepare nurses as novice practitioners across all 
health care settings, and to provide a pathway for specialisation. The 
recommendations from a plethora of inquiries and commissioned reports 
(ACMHN, 2012; Australia Department of Health and Ageing, 2002; Australian 
Government, 2010; Australian Health Ministers Conference, 2003; Bennett, 
1995; MHWAC, 2008; N3ET, 2006a; WHO, 2007) since 1994 suggests a 
general acceptance that this transition has failed to deliver these potentials 
(Happell & Cutcliffe, 2011). A quick glance through textbooks of mental 
health nursing provide clear changes in content, with early texts providing 
instructions on communication, interaction, physical care, ward programming, 
ward management and common nursing problems associated with the care 
of individuals with mental health disorders (Alchin & Weatherhead, 1976); 
modern texts refer to mental health nursing care and approaches followed by 
a list of diagnoses (Elder, Evans, & Nizette, 2009; Newell & Gournay, 2009).  
Closer inspection reveals the increasing focus on pharmacology and medical 
treatments with limited content allocated to the therapeutic role.  
Since the introduction of the comprehensive nursing curriculum there 
has been a decline in available undergraduate and postgraduate pathways 
for mental health nursing specialisation. In 1999 of the six universities that 
offered undergraduate nursing courses in Queensland, four (66%) also 
offered graduate diplomas in mental health nursing (Clinton, 1999). Present 
data indicates that of 47 universities in Australia the mental health specialty 
education options include: Bachelor of Nursing with Major in Mental Health 
Nursing, which is presently offered by 10 (21%) universities (MHWAC, 2008); 
a Graduate Certificate or Diploma in Mental Health Nursing, available at 18 
 24 
(38%) and 16 (34%) universities, respectively; or a Masters of Mental Health 
Nursing, offered by 17 (36%) universities (ACMHN, 2012). Recent years has 
seen a further shift with some universities offering a generic Masters of 
Mental Health program to the broader scope of health professionals, 
removing the title of nursing altogether. Reasons for the low volume of 
available courses or the shift to multidisciplinary programs include a lack of 
demand and insufficient potential students resulting in high costs of 
maintaining these courses prohibiting their continuance.  
The outcome of these circumstances is a paucity of qualified mental 
health nurses employed in the mental health setting. Current accounts differ 
with each report but provide rough estimates of between 18%-23% in 
Queensland and an average of 23%-26% nationally (ACMHN, 2012; AIHW, 
2012b). 2011 Census data collated at the Royal Brisbane & Women’s 
Hospital (unpublished) suggests a variety of qualifications commencing with 
a Mental Health Major during undergraduate (2.5%), Graduate Diplomas, 
highly represented by a contingent of international recruits (24.7%), 
completion of a graduate transition program (16%) and Masters of Mental 
Health Nursing (18.5%).  
To address the issue of reduced educational opportunities affecting 
nurses professional development into the field of mental health, various 
states introduced graduate support/transition programs to both attract new 
graduates and provide the necessary resources to enable direct entry to the 
mental health workforce following graduation (Happell, 2006). Despite these 
advances in nurses’ preparation recent studies suggest that a partial 
explanation for considerable evidence that nurses spend limited time in 
therapeutic engagement is that they are unprepared for therapeutic 
interactions (McAndrew, Chambers, Nolan, Thomas, & Watts, 2013). 
 
The Role of the Nurse in the Mental Health setting 
 
The therapeutic relationship, which has been previously described in 
the literature as the cornerstone of the mental health nurses’ role, is now 
however more often reported as an idealistic but rarely envisioned 
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component of care. Historically the foundation of mental health nursing was 
grounded in an interpersonal, person-centred process of health care. Recent 
evidence suggests that the interactional work of mental health nursing is 
being afforded less priority (Jones & Coffey, 2012) as the practice of 
psychiatry develops. The medical model of care sanctions the distancing of 
the nurse from the consumer through the advent of medical interventions 
(such as electroconvulsive therapy and pharmacology amongst others). This 
in turn diverts nurses’ attention away from the therapeutic role to the task 
based role of medicine, creating a dichotomy of models of care with poorly 
articulated frameworks of philosophy and theory to underpin the practice 
(Happell, 2007; O'Brien, 1999, 2001; Shanley, Jubb, & Latter, 2003). 
Advancements in health care technologies have seen this role eroded to 
meet the needs of health care services and political priorities with little 
consideration for the impact this has on the health care consumer.  
Despite advances in genetics, neuroscience and pharmacology little 
advancement has been made in the overall rates of mental disorders globally 
in recent decades, yet concurrently the role of the mental health nurse has 
been developed to extend the treatment options of medical science rather 
than engage in the recovery processes that both literature and health policy 
indicate as the modern framework. Australian legislation and policy 
(Australian Government, 2010) continues to highlight the importance of 
consumer and carer participation in care along with directives to engage the 
recovery principles in service development and delivery. These reforms 
reflect a paradigm shift from paternalism towards client engagement and 
shared decision-making, a philosophical transformation in the climate of 
mental health care service delivery, not just for nursing. The arising 
complication of this development is to meet the compounding requirements 
of a complex changing system, the professional and the consumer (Cleary, 
2004). Policy reform, consumer dissatisfaction, job dissatisfaction and the 
lack of service engagement in the recovery agenda (Cleary, 2004; Slade, 
2010; Stratford, et al. 2013) are attributed to poor consumer outcomes in 
mental health services, leading to an exploration of alternative methods of 
service delivery.  
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WHO describes the expectation that health professionals working at the 
primary care level of mental health services should be practised in 
counselling, psycho-education, advocacy and mental health promotion 
highlighting that treatment for mental disorders relies heavily on personnel 
rather than technology or equipment (WHO, 2008, 2009).  
 
Perceptions of Care 
 
The recovery agenda (see Chapter 3), which prioritises a social model 
of understanding mental disorders, has strengthened the momentum of 
consumer involvement in health care planning and service delivery, and is 
supported by the nursing agenda to provide a more participatory model of 
care based on shared decision making (Leamy, Bird, Le Boutillier, Williams & 
Slade, 2011; Stratford, et al. 2013). The progress of this is complicated by 
multiple facets including legislation, the acute nature of inpatient units 
resulting in an increasingly complex environment, the primacy of the medical 
model and mental health nursing’s uncertainty regarding their philosophical 
underpinnings of care (Cleary, 2004; Handsley & Stocks, 2009; Slade, 2010; 
O'Brien, 2001). Combined, these impact upon the available time for nurses to 
engage in the therapeutic role historically attributed to mental health nursing. 
Additionally a lack of a singular model of care means different models are 
adopted by different members of the nursing team, resulting in conflict and 
tensions. As the framework of care changes to incorporate the recovery 
agenda of modern policy it is important that mental health nursing reclaim its 
role as a participant in therapeutic care rather than that of a technical 
assistant and patient custodian.  
The literature frequently describes various barriers to the nursing model 
of care in mental health services, with the primary impediments being: time 
pressures related to high workloads and rising acuity of patients; pressures 
to fulfil non-traditional nursing roles such as paperwork and administration 
duties; and working within an increasingly technological system (Fourie, 
McDonald, Connor, & Bartlett, 2005; McAllister & Moyle, 2008; Rydon, 2005; 
Wilson, 2009). As previously outlined few nurses working in mental health 
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services hold specialist qualifications, and this combined with habits of 
practice, inter-professional conflicts and a historically oppressive culture 
(Gijbels, 1995; McAllister & Moyle, 2008) are significant detractors from the 
development of specific models of care that represent both the identity of the 
mental health nurse and the needs of the mental health consumer. An 
ethnographic study in Australia (Cleary, 2004) identified a primary goal of 
mental health nursing being to create therapeutic space within existing 
workloads to achieve positive consumer outcomes.  
Every second year mental health services in Queensland participate in 
the Consumer Perceptions of Care (CPoC) quality improvement activity 
which provides feedback from consumers and carers on their perception of 
public mental health services across 8 categories including service 
outcomes, treatment, appropriateness of care, involvement in care process, 
respect and safety, encouragement, accessibility and general satisfaction, 
which combine to provide an overall perception of care (Performance 
Evaluation & Analysis Team, 2010). Results utilise the Consumer Perception 
Summary Satisfaction (CPSS) score and the Consumer Satisfaction Index 
(CSI) both of which range from 0 (dissatisfaction) to 100 (total satisfaction). 
In 2010 the report indicated the overall perception of care to be 62.1, with the 
lowest being involvement in care process (59.1) and the highest accessibility 
(74). Categories related primarily to care practices averaged 61.9. Free text 
responses highlight improving satisfaction with the involvement of nurses in 
patient care (72.9) (Performance Evaluation & Analysis Team, 2010). 
Literature regarding perceptions of care provides two divergent but 
complementary views; those of the patient and those of the nurses, with a 
common theme that each perceives certain expectations of care 
simultaneously acknowledging the barriers that exist to pervert that care.   
Few would argue against the idea that wards with more active patients 
are associated with better therapeutic outcomes (Radcliffe & Smith, 2007) 
and that consumers need to be listened to and heard, to be safe, to have 
trust, to be offered treatment choices and to be engaged in meaningful 
activities, and that, at a minimum, their basic needs should be satisfied. The 
literature on consumers’ perspectives on care in the mental health setting 
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suggests a stark contrast to this ideal with common themes of loss of dignity 
and self-esteem, boredom and emptiness, along with a sense of being 
confined in a different world – one where they are not at liberty to manage 
their own lives according to personal preferences but are controlled by those 
of ‘the system’ (Gilbert, Rose, & Slade, 2008; Lepola & Vanhanen, 1997; 
Letendre, 1997). Hopkins, Loeb & Fick (2009) reviewed related literature to 
service users’ expectation of care and found familiar themes that embodied 
good care: respect that was demonstrated by availability of therapeutic time 
with nurses who were empathetic and could recognise the consumers’ 
needs; autonomy which was premised on being personally involved in 
decisions regarding their own care and advocated by nurses to promote 
independence and support;  being assured confidentiality and privacy; and 
receiving prompt attention that began with knowing who is caring for you 
(Brimblecombe, Tingle, & Murrells, 2007; Cleary, 1999; Cleary, Horsfall, & 
Hunt, 2003; Jackson & Stevenson, 2000; Moyle, 2003; Rydon, 2005). 
Literature related to consumer perspectives highlight the perceived obstacles 
that lead to care deficiencies with staff unavailability related to environmental, 
structural and organisational factors foremost reported (Gilbert, et al., 2008; 
Shattell, 2007) resulting in consumer pessimism about efficacy of treatment 
(Shattell, Andes, & Thomas, 2008).  
The mental health nurses’ role is portrayed as one that takes many 
manifestations: caretaker, role model, custodian, mediator, informer, co-
ordinator, advocate, manager, and administrator – in contrast to the 
consumer perceptions few descriptions suggest the therapeutic role, though 
central to all roles is that of the nurse-patient relationship (Fourie, et al., 
2005; Gijbels, 1995; O'Brien, 1999). A study by Johansson, Skarsater & 
Danielson (2006) reinforces the control aspect of care acknowledging that 
control is both exerted and experienced by nurses. General consensus 
remains that the role of the mental health nurse is to work with the consumer, 
developing relationships, assisting with the unforeseeable and keeping the 
patient safe, though contextual realities, competing demands and poor 
professional identity impede good nursing practices (Berg & Hallberg, 2000; 
Cleary, Hunt, Horsfall, & Deacon, 2012; Deacon, Warne, & McAndrew, 2006; 
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Gijbels, 1995; Handsley & Stocks, 2009). In essence the work of inpatient 
mental health nursing remains largely unarticulated (Delaney, 2002) and as a 
result work structures are set up for nurses to work away from the patients. 
Higgins et al. (1999) report on the changes in proportions of time in direct, 
indirect, associated and personal activities for nurses in both managerial and 
clinical roles, with outcomes suggesting a greater than 50% reduction in 
direct care over a 10-year period. Whilst Furaker (2009) calculates that 
nurses spend approximately 95% of the work day present on the ward, 
recent research reports a range of 29%-43% of nursing time being spent in 
direct care of consumers (Bee et al., 2006; Furaker, 2009; Whittington & 
McLaughlin, 2000). Hopkins, Loeb & Fick (2009) describe consumer 
expectations of nursing interactions to include one-on-one counselling, self-
help groups, education sessions and opportunities for communications with 
knowledgeable and empathetic clinicians. In contrast consumers describe a 
perception of distancing by nurses leaving them to the care of medications 
and impersonal interactions (Moyle, 2003; Shattell, et al., 2008). Essentially 
the message is that patients are bored and nurses are busy; however there 
is scarce evidence on how nurses working in the inpatient mental health 
setting spend their time. 
 
Current context 
 
No single theoretical perspective accounts for the complexity of 
understanding the professional identity of MHN’s. Various theories and 
frameworks describe the integration of personal values within a social 
process shaped by  institutional, historical, political and socioeconomic 
structures alongside the internalisation of knowledge, skills and attitudes 
attributed to the role (Vignoles et al, 2011; Shonikov & Vondracek, 2011). 
Hercelinskyj (2013) suggest that how individuals view themselves as 
professionals is linked to the tasks and functions they are expected to carry 
out; that is medications and containment equate to warden functions. The 
shifts in services and contexts have created an adaptation in the relative 
value of nurse-patient interaction (Sandford, et al., 1990) complicated by the 
 30 
associated reformation of roles. Brown et al  (2000) describes these changes 
as creating role stress, conflict and ambiguity for mental health professionals, 
including nurses. Circumstances have developed where by nurses fulfil 
multiple roles within the same context (role stress); creating a discrepancy 
between role expectations from both internal and external sources (role 
conflict); and contradicted by ‘creeping genericism’ (role ambiguity) (Brown et 
al, 2000 p.426). To address these factors the significance of the nurse 
patient interaction must be enhanced to increase nurses’ perception that they 
have an important and direct role in the treatment of individuals with mental 
health concerns.  
This is not a new concept, Hodges, Sandford & Elzinga (1986) 
introduced a formal behaviour program, and describe a study by Howden-
Chapman,  Barrer , Bututer , Harper, Howard, and Jones (1983) who 
developed an intensive program combining psychotherapeutic and education 
approaches; both strategies were designed to  compel staff to interact with 
patients. Lepola & Vanhanen’s (1997) study introduced a planned activity 
which doubled the proportion of time spent in staff-patient interactions. 
Radcliffe and Smith (2007) recognise that group programs have many 
benefits including reduced stress and isolation; and provide the opportunity 
to learn new skills and develop peer supports. Additionally it is noted that the 
consumer’s perception of their care needs are intrinsically linked to 
interactions, described by Fagerstrom (1999) as being seen and understood, 
welcomed, responded to readily, attended to, and to have contact, closeness 
and be afforded human dignity.  
The barriers that remain to this becoming a reality are complex: the shift 
to individual work has left gaps that are uncoordinated, sparse and without 
ownership; the lack of evidence of what constitutes therapeutic activity and 
the shift in professional knowledge. There is no predominant evidence based 
practice (EBP) to direct mental health nursing interventions, most being 
developed as a process of serendipitous observation this is especially 
pertinent to the arena of psychotropic agents which, as a result of biological 
theories, have usurped the psychodynamic theories in the latter part of the 
20th century (Lakeman, 2013, p. 107). Even the medical fraternity are 
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beginning to acknowledge the lack lustre evidence available in respect to 
evidence based interventions within the psychiatric hallows of medicine. 
Priebe, Burns & Craig (2013) suggest a need to re-embrace the social 
therapies once accorded the title of treatment and for so long shelved. For 
mental health nurses the intuitive knowledge embedded in practice needs to 
be articulated, critically reviewed, generated and validated by practitioners 
through critical reflection to enable transformation to propositional knowledge 
(Rycroft-Malone et al., 2002).  
 
Conclusion 
 
Over the last three decades mental health nursing has shifted from a 
therapy focused-patient centred role (Vaughn, et al., 1995) to that of 
technical practitioners implementing medical technologies (Horsfall, et al., 
2010; Scottish Executive, 2006). Achieving positive therapeutic outcomes is 
the goal of all involved in the mental health field and professionals and 
services are experiencing ever increasing demands for recognition of the 
elements that constitute empirically supported treatments. Yet over the 
course of this increasing demand, research has repeatedly, and 
authoritatively demonstrated that the most significant and consistent 
contributor to therapeutic outcome is the therapeutic relationship 
(Frauenfelder, Müller-Staub, Needham, & van Achterberg, 2013; Furaker, 
2009; McAndrew, et al., 2013; Mullen, 2009; O'Brien, 2001; Pridding, 
Watkins, & Happell, 2007; Rainforth & Laurenson, 2013; Rydon, 2005). In 
spite of the recognition of the importance of this relationship, and the many 
efforts to isolate the ingredients that insure a therapeutic outcome, there is 
an absence of consensus on those ingredients (Browne, Cashin, & Graham, 
2012; Burke, Chall, & Abdellah, 1956; Butler, Begley, Parahoo, & Finn, 2013; 
Cleary, Walter, & Hunt, 2005; Delaney, 2002; McAndrew, et al., 2013). 
Hence to begin it is necessary to contextualise current practices in the 
mental health setting that interplay with the engagement of nurses and 
consumers.  
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Chapter 3: Medical and social paradigms in mental health 
care 
 
History 
 
Hippocrates, often described as the first to study the rational science of 
medicine, theorised, as early as the 4th century BCE, that physiological 
abnormalities might be the precedent to mental illness. Though psychiatry as 
a medical specialty did not arise until the late 18th century when treatment 
moved into the clinical setting of asylums (Goldstein, 2001; Leigh, 1957; & 
Stein, 2006).  According to Greek mythology health and disease was 
considered the work of magic, superstition and the supernatural until 
Hippocrates challenged the practices believing that health was driven by 
natural elements (Savel & Munro, 2014). His primary theory was that health 
is a harmonious balance between the four humors: blood, phlegm, yellow bile 
& black bile; and that the role of the physician was to restore health and 
harmony to the organism by balancing these humors. Hippocrates 
established a structured approach to assessment, diagnosis and treatment 
that would become the standard approach for western medicine today (Savel 
& Munro, 2014).  
Moving on from the beginnings of medicine to consider the 
development of psychiatry as a discipline. Psychiatry has shifted, been 
redefined and has reinvented itself many times. Psychiatry’s history has both 
a traditional and social approach, reflecting the influence that both the 
medical profession and social acceptance of mental illness has developed 
over time. Traditional medical history is designed to demonstrate the 
achievements of the profession by reporting upon scientific discoveries and 
technological innovations (Berks, 2005). Since the 18th century various 
factors have been identified as causal to the experience of mental illness, 
including, but not limited to the intrusion of evil spirits requiring the treatment 
of exorcism and punishment; the mal-distribution of blood requiring the 
treatment of the tranquilising chair to control the flow of blood towards the 
brain; and more recently the introduction of psycho-pharmaceuticals to treat 
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chemical imbalances (Goldstein, 2001; Leigh, 1957; Stein, 2006; & Wortis, 
1988).  
At no time in psychiatry’s history has there been a sole consensus as to 
either causative factors or treatment modalities. A histriometric review of 
articles relating to psychiatry’s history by Messias (2014) identified three 
figures: Pinel, Freud & Kraepelin, each defining their own historical era in the 
advancement of the discipline of psychiatry.  
Whilst biological theories of causation remained, the 18th century saw a 
shift in treatment variants with the introduction of moral treatment, described 
by some as the founding therapeutic strategy (Goldstein, 2001). Charland 
(2010) asserts that Philippe Pinel’s aim was to do for mental illness treatment 
what Hippocrates had done for physical health conditions.  From the mid-
1700’s Pinel introduced ‘moral treatment’ into asylums, which involved the 
observation and description of the natural history of mental deterioration 
(Charland, 2010; Messias, 2014). These observations were not limited to the 
individual’s psychical and mental condition but included consideration of the 
social environment. Where once psychiatric symptoms were deemed to be 
that of witchery, Pinel acknowledged the societal, social, personal and 
interpersonal factors that preceded the onset of many mental illnesses.  
Moral treatment removed the shackles that physically bound consumers 
and introduced structure through discipline and therapy through engagement 
of the intellect and emotions (Goldstein, 2001; Leigh, 1957). The core 
elements of moral therapy were to provide structure through work and 
physical activity with increased attention to nutrition and cleanliness (Leigh, 
1957), though it remained a mix of religious and medical practices. Moral 
treatment had, for its time, significant epistemological problems in that it 
attempted to incorporate the elusive psychopathology of passion, feelings, 
emotions and affect (Charland, 2007, 2010). As Chodoff (2002) highlights, 
this problematic intersection continues to plague modern psychiatry as it did 
in history, as recognition rises that there remains no definitive strategy to 
effectively separate clinical syndromes from the distress of common human 
emotions.  
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The era of Foucault & Freud made significant attempts to expand upon 
these early developments exploring emotions by integrating the social 
context from which emotions arise (Berks, 2005; Stein, 2006; & Wortis, 
1988). Psychoanalysis posed the question of how personal history may 
provide guidance to emotions and unconscious responses experienced in the 
future. This theory has not been without dissention and even today there are 
divergent models and the discipline of psychoanalysis is split by dissenting 
factions (Ivey, 2012). Furthermore, the course content of psychoanalysis, 
once a staple in psychiatric training for physicians, has been diminished to 
incorporate increasing psychopharmacology subjects (Goodstein & 
Nasrallah, 2014); a development similar to that of mental health nursing 
education as previously argued. Instead the carriage of psychoanalysis has 
been maintained and further developed by the psychology community though 
diffusion has also occurred into the generic mental health professional roles.  
Emil Kraepelin’s role in developing the field of psychiatry is described 
as fundamentally shaping the discipline’s nosology through the establishment 
of empirical evidence (Hoff, 2015; Kendler & Jablensky, 2011). Whilst he set 
out to develop a natural classification system, it is reported that he 
acknowledged that the aetiological evidence available at the time to support 
this aim was insufficient (Kendler & Jablensky, 2011). As such, Kraepelin 
was possibly the first to postulate that a ‘truly thorough classification of 
mental disorders will prove impossible’ (Kraepelin, 1898 cited in Kendler & 
Jablensky, 2011).  
 
The medicalization process  
 
To enable psychiatry to expand as a profession and make its mark in 
the field of medicine, evidenced based processes had to be incorporated into 
mental health medical practice. Bio-medicalisation began with ailments being 
defined as medical syndromes, generating consensus and understanding 
within a medical framework whereby the focus being the biology of the 
condition, with particular emphasis placed on the role neurology played in the 
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development of psychiatric illnesses. Clark (2014) describes this as having a 
two-fold effect; firstly to validate the experiences of those diagnosed and 
secondly to assign psychiatry credibility as a medical specialty. This 
framework provides for diagnosis via defined clusters of symptoms, and then 
guides treatment options using a medical solution. Jacob, Gagnon & McCabe 
(2014) describe this as the medicalisation process, adding prognosis as the 
final stage. The emphasis of the medical intervention is to ameliorate 
symptoms in an endeavour to recover the person from their illness. From a 
medical stance recovery refers to the relief of symptoms and the return of 
functioning in an individual’s social, vocational and recreational arenas 
(Clark, 2014). The early success of psychotropic medications in reducing 
symptoms of mental illness heralded a claim for breakthrough in the 
understanding of the psychiatric aetiology resulting in a new medical 
nomenclature of relapse, recurrence, and remission. Decades on, Jacob 
(2015) notes that despite pharmacological advances in treatment a 
significant proportion of people with mental illness continue to experience 
persistent and disabling symptoms.  
In 1952 the publication of the DSM provided the first broadly accepted 
synopsis of symptom clusters used to then identify, classify, and diagnose 
mental illness, as well as provide treatment guidelines. It was regarded as 
the catalyst for transforming psychiatry into the realm of evidence-based 
medicine on the basis that it provided objectivity to the process (Jacob et al., 
2014). The DSM is presently in its fifth edition and since inception has seen 
interesting inclusion and exclusions to its tomes. Both Jacob et al. (2014) & 
Clark (2014) use the example of homosexuality, originally classified as a 
mental illness in the second edition of the DSM on the basis that it 
transgressed social norms of sexuality. Jacob et al. (2014) acknowledge the 
changes in socio-political stances in relation to sexuality alongside sciences 
failure to explicitly identify a pathological basis for diagnosis that saw 
homosexuality removed from the classification system in the third version 
published in 1980.  
Modern medicine describes mental illness as an organic disease 
caused by biological malfunctioning resulting in distinct symptoms which can 
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be treated by pharmacology or medically endorsed treatments (Clark, 2014). 
Despite absence of empirical evidence to date (Szasz, 2007), modern 
psychiatry is guided by the notion that mental illness develops from genetic, 
biological traits, involves neurochemical imbalances and requires treatment 
with psychotropic medications. A significant shift from the former Freudian 
era, which engaged therapist and consumer in talk-based therapies to 
explore childhood experiences and traumas as possible subconscious 
antecedents to current distressing experiences projected as dysfunctional 
behaviours. Smith (2014) highlights that it has only been since the 
deinstitutionalisation process began in the 1980’s that the medical approach 
has begun to dominate in the field of mental health care.  
 
The Recovery Agenda 
 
In contrast, the 20th century has seen the emergence of the recovery 
agenda, a view of mental illness that is radically different from traditional 
medical approaches. The recovery approach emphasises that people with 
mental illness can regain a meaningful life, despite persistent symptoms. 
Rather than focusing on symptom resolution this approach focuses on 
building resilience to enable personal recovery. The most widely accepted 
definition of personal recovery (Anthony, 1993) and recently adopted in the 
National Mental Health Policy (Australian Governments, 2009) is…  
‘A personal process of changing one’s attitudes, values, feelings, goals, 
skills and/or roles. It involves the development of new meaning and purpose 
and a satisfying, hopeful and contributing life as the person grows beyond 
the effects of psychiatric disability’ (p.37). 
The recovery approach, having been developed by consumers, is a 
consumer-centered approach to providing health care to people with a 
mental illness that is framed by the principles of hope, optimism, and self-
determination (Hungerford & Fox, 2013). The approach has been built upon 
the success of peer support networks that existed long before modern 
terminology called it ‘Recovery’ and involved a shift away from professional 
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psychiatric care toward service user empowerment (Smith-Merry & Sturdy, 
2013). Rising in opposition to mainstream psychiatric practices, which were 
considered a symptom, focused, deficit model of medicine, the recovery 
approach adopted the language of recovery to articulate an alternative to 
biomedical discourses of illness and healing (Adame and Knudsen, 2007).  
The recovery movement is not the first social collective to resist the 
platform the medical profession maintains in mental health care. Crossley 
(2002) explores these throughout history including the anti-psychiatry 
movement that began from within the ranks in the 1960’s, and the Mental 
Patients Union (MPU) in the 1970’s, both groups criticised the anti-psychiatry 
movement for failing to include the voice of the consumer. However, a 
common theme was shared in respect to being critical of psychiatry’s 
paternalistic and undemocratic nature of health care provision. Each new 
social movement provided an alternative pathway to both those providing 
and receiving care within mental health services. Stratford et al. (2013) note 
that the recovery paradigm is not anti-psychiatry per se, rather they suggest 
that the method requires adoption of an enabling and empowering approach 
to better meet the needs of consumers. Seeking a return of interpersonal 
engagement allowing for the personal story to be heard and incorporated into 
a shared decision making process with the consumer regarding health care 
plans. The nurses’ 24-hour presence in the clinical environment provides an 
optimal opportunity for this to occur in the inpatient mental health service. 
However current diffusion of the nurses’ role, as discussed in the previous 
chapter, prevents this reality in modern mental health services. 
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 Chapter 4: Literature Review 
 
A database search via CINAHL, E-Journals, ERIC, Medline Complete, 
Professional Development Collection, PsychArticles, PsychBooks, 
PsychExtra, PsychInfo, PyschTests and Social Work Abstracts used the 
following key terms: activities, patterns, practice, care, skills, roles AND 
mental health nursing AND inpatient and resulted in 74 articles. The 
abstracts were reviewed: 35 were duplicates, one was not in English (and 
unable to be translated) and 31 were rejected on the basis of irrelevancy 
(child & youth specific, patient education, emergency department, editorial, 
non-nursing, community, nurse practitioner, seclusion, smoking, non-mental 
health, clinical supervision, forensic, intellectual disability, aggression, 
treatment pathway or specific therapies). A further 9 articles were identified 
through citation searches of the remaining articles (7) resulting in 16 articles 
for inclusion. 
 
Figure 1.1: Literature search  
A data extraction tool was utilised to draw the pertinent information from 
these articles including the aim of the study, the participants involved, the 
work sampling method employed and the reported outcome/s (Appendix 1).  
Of the 16 articles three (Furaker, 2009; Hagerty, Chang, & Spengler, 
1985; Ryrie, Agunbiade, Brannock, & Maris-Shaw, 1998) used a diary or self-
logging systems; ten (Burke, et al., 1956; Fairbanks et al., 1977; Fourie, et 
al., 2005; Hodges, et al., 1986; Martin, 1992; Quist, 1992; Sanson-Fisher, 
Poole, & Thompson, 1979; Seed, Torkelson, & Alnatour, 2010; Torkelson & 
Seed, 2011; Whittington & McLaughlin, 2000) used an observer, generally a 
researcher or trained clinician external to the unit, though Sanson-Fisher et 
al. (1979) used attendants within the units to complete a standardised 
Literature	search		
n=74	
+	Cita2on	and	
Free	text	search		
n=9	
Literature	
assessment	
Duplica2on	n=35	
Irrelevant	n=31	
Non-English	n=1	
Final		
n=16	
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purposively developed tool; Bee et al. (2006) assessed activity through short 
repeated interviews and, both Cleary (2004) and Higgins, Hurst & Winstow 
(1999) utilised a mixed method approach of observations, group discussions 
and face to face interviews. 
The primary purpose of each of these studies was to specify nursing 
activities and proportions of time spent in these activities in the acute mental 
health inpatient setting. Furåker (2009) calculates that nurses spend 
approximately 95% of the work day present on the ward. Ten articles (Bee, et 
al., 2006; Burke, et al., 1956; Fairbanks, et al., 1977; Hagerty, et al., 1985; 
Higgins, et al., 1999; Hodges, et al., 1986; Martin, 1992; Quist, 1992; Ryrie, 
et al., 1998; Seed, et al., 2010; Whittington & McLaughlin, 2000) reported on 
direct patient care with range of 21.5%-53.4% of nursing time being spent on 
this category, which equates to a range of 103.2 mins (1.72 hrs) to 256.32 
mins (4.27 hrs) per eight hour shift. Hodges et al. (1965) report nursing staff 
activities in three diverse inpatient units, finding an average of 34.3% (164.64 
mins; 2.74 hrs) of time spent in staff-patient interactions. Ryrie et al. (1998) 
report on both planned and reactive patient contact with outcomes that 
suggest that most patient–staff interactions occur on an intentional basis. 
Seed et al. (2010) report the range and mean minutes spent on 10 identified 
activities; whilst three articles (Bee, et al., 2006; Cleary, 2004; Fourie, et al., 
2005) provided descriptive categories of activities observed. One article 
(Torkelson & Seed, 2011) reported that female nurses spent a mean of 10 
minutes more time developing the therapeutic relationships with patients than 
males, but that other role components were equally distributed. Higgins et al. 
(1999) specifically report on the changes in proportions of time in direct, 
indirect, associated and personal activities for nurses in both managerial and 
clinical roles, with outcomes suggesting over a 50% reduction in direct care 
over a 10 year period.  
Seven (Bee, et al., 2006; Burke, et al., 1956; Hagerty, et al., 1985; 
Quist, 1992; Sanson-Fisher, et al., 1979; Seed, et al., 2010; Whittington & 
McLaughlin, 2000) articles reported on the indirect portion of nursing 
activities with a range of 30.9% (148.32 mins; 2.47 hrs) to 70.7% (339.36 
mins; 5.65 hrs). These activities varied between studies and included 
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reporting, ward rounds, clerical, housekeeping, documentation, pedagogical 
activities, mentoring, communication with others, breaks, and personal (meal 
breaks). Burke (1956) reported clerical activities as the most common reason 
for interruption to other activities. Three (Furaker, 2009; Quist, 1992; Seed, et 
al., 2010) articles reported on unit related activities related to meetings, 
research, and management duties with a range of 3.3% (15.8 mins) to 11.6% 
(55.68 mins). Hodges et al. (1986) reported on staff-staff contact (28%; 134 
mins; 2.23 hrs) and no contact (37.6%; 180.48 mins; 3 hrs), the latter being 
defined as reading, writing, answering the phone, counting linen, cleaning, 
and walking across the ward. 
Various other studies utilised an observational process to discern 
activities within mental health services (Sharac, et al., 2010) though these 
focus specifically on patient activities (Lepola & Vanhanen, 1997; Poole, et 
al., 1981; Radcliffe & Smith, 2007), activities in relation to staff ratios 
(Sandford, et al., 1990) or changes in institutional activities (Quirk, Lelliott, & 
Seale, 2006).  
Despite calculations that nurses spend the majority of their time each 
shift situated in the ward environment extant literature suggests that a 
significant proportion of this time is occupied by non-direct care activities with 
recent increases in service related activities such as writing reports, 
completing administration tasks and attending meetings.  
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Chapter 5: Research Methods 
 
Introduction 
 
The goal of this research was to observe and record the activity of 
nurses to acquire a definitive account of their core activities in the mental 
health setting. The outcomes of these observations are intended to provide 
the groundwork for defining a mental health nursing service model with 
specific attention to outcomes related to staff satisfaction, nursing activity, 
patient satisfaction and patient outcomes.  
As outlined in Chapter 4, work sampling studies are not new, though 
only one has been completed in Australia since finalisation of the 
deinstitionalisation process (Cleary, 2004). In this ethnographic research the 
author explored nurses perceptions of their role through fieldwork 
observations, interviews and discussion groups. With significant changes to 
environments, treatment modalities and roles since deinstitutionalisation it is 
the aim of this research to proportionally account for nurses’ time in the 
modern inpatient mental health setting. 
Work sampling methodology falls within a positivist research approach 
that aims to observe and measure complex situations. Positivist research is 
rooted on the ontological principle being that the objective nature of this 
approach limits bias through the use of standardised instruments minimising 
observer interpretation and subjectivity (Haneef, 2013, Aliyu, Bello, Kasim, 
Martin, 2014).  
 
Purpose 
 
The primary goal of the Patterns of Care Study was to observe and 
report on the proportion of time nurses working in a mental health setting 
spend in the activities of direct care, indirect care, and service related 
activities.  
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Aim  
 
The aim of this study is to observe the proportion of time nurses 
working in a mental health setting spend in the activities of: 
1) Direct care, which includes hands-on interaction, and/or care provision with 
specific patients. 
2) Indirect care, which includes activities, related to consumers but does not 
involve hands-on care (e.g. team meetings, patient documentation and 
telephone liaison).  
3) Service related which pertains to the regular management of the ward 
environment (e.g. ordering supplies, ensuring a clean and safe environment). 
4) Personal activities, which relate to facilitating nurses to work more 
confidently and efficiently (e.g. rest periods, continuing professional 
development and staff appraisal). 
 
Methodology 
 
Work sampling is a descriptive method using observational data to 
examine work activities. It involves taking randomly spaced observations of 
work activities that can be generalised into an analysis of clinical work 
patterns by providing information on the amount of time that clinicians spend 
on particular activities (Gardner, Gardner, Middleton, Della, et al., 2010; 
Gardner, Gardner, Middleton, Gibb, et al., 2010, Blay, Duffield, Gallagher & 
Roche, 2014). Pelletier & Duffield (2003) describe work sampling as being 
premised on the laws of probability by which a sample of observations can 
be generated into a broader representation of practices within a defined 
setting.   
Cleary’s (2004) findings suggest that there is a prescription of 
unrealistic roles that contribute to the confusion surrounding the description 
of the mental health nursing role, which is driven by a perceived increase in 
nursing workloads. Work sampling methods enable the identification of the 
realities of nursing work by recording actual nursing activity within the clinical 
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setting. Literature reporting work sampling studies report a significant 
difference in proportional time spent in direct patient care activities, ranging 
from 19.3%-38%, (Fitzgerald, Pearson, Walsh, Long, & Heinrich, 2003; 
Kitzinger, 1994; Munyisia, Yu, & Hailey, 2011) with a significant proportion of 
time spent fulfilling administration roles.  
Studies adopting the work sampling strategy outline various other 
benefits to this methodology by providing baseline data for planned changes 
(Pelletier & Duffield, 2003) and evaluating the effects of changes in nursing 
practice (Munyisia, et al., 2011). 
 
Research Design 
 
This research used work sampling methods to quantify the activities of 
nurses in a mental health inpatient setting. The researcher completed 50 
hours of random observations of nursing activity on three acute adult mental 
health inpatient wards over a period of six weeks during 2013.   
 
Sample 
 
Setting: The three study wards make up the acute adult inpatient 
services of a major metropolitan hospital in southeast Queensland. This 
hospital provides services across the age spectrum, via a range of specialist 
mental health services, including inpatient, community and rehabilitation, to a 
defined community catchment of approximately 260,000. The acute adult 
inpatient facilities provide services for people above the age of 17 who 
require assessment and/or treatment for a primary mental health diagnosis.   
Population: The study population included all 244 registered nurses 
employed in full time; part time and casual positions within the inpatient 
mental health service, of this 138 were employed in the study wards. During 
the work sampling study period the study wards had an established (either 
permanent or temporary) registered nursing workforce of Ward 1: 29; Ward 
2: 30 & Ward 3: 30; and a shared casual pool of 30 registered nurses. During 
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this period there were 14 permanent staff and 5 casual staff unavailable to 
the study due to annual leave, long service leave, maternity leave, 
secondment or extended sick leave. Table 1.1 provides a breakdown of the 
nursing workforce of the study wards during the course of the study. 
 
Table 1.1. Workforce data  
Assistant In Nursing - Grade 1 10.5% 
Enrolled Nurses - Grade 3 3.5% 
Registered Nurses / Midwife - Grade 5 66 % 
Clinical Nurse / Midwife - Grade 6 16 % 
Clinical Nurse Consultant, Manager, Educator - Grade 7 4 % 
Nursing 100% 
 
 
Ethics 
 
Ethical approval for this study was acquired from the relevant hospital and 
university ethics committee, and measures were employed to protect the 
rights and confidentiality of the nurses and patient privacy. All participants 
were provided with written information regarding the study including 
assurance that participation was voluntary and may be withdrawn at any time 
prior to data analysis, as this stage would involve combination of all 
observations at which point individual data would not be able to be identified 
for extraction. All participants were provided written consent and were 
allocated a participant ID code in advance of data collection. The observer 
was guided by the premise of observing nurses’ broad activities i.e. 
documentation, but not the finer details i.e. content of entry, assisting to 
maintain patient confidentiality and assure staff that participation was not 
concerned with judging the quality of their work practices.  
 
Recruitment 
 
The researcher met with the Nurse Unit Managers of each of the study 
wards to outline the study and the requirements of both staff and observer. 
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Advertisements of the study occurred via posters in staff areas as well as 
ward-based and service-wide meetings. Posters were also displayed in 
communal inpatient areas to advise consumers of the study. All eligible 
registered nurses were invited to participate. 
The economic climate of the health service affected the recruitment 
phase of this study and is reflected in staff concerns relating to employment 
permanency as exemplified by responses such as ‘this is just (the health 
services) way of playing Big Brother’. This suggests an aura of suspicion as 
a result of political changes occurring during the study period in which cost 
efficiency measures were being implemented and various media outlets were 
reinforcing the threat of job losses within state health care services. Three 
others declined: one was on brief contract from the general hospital medical 
services; one was commencing annual leave the following week and another 
felt that participation would be too stressful. Others expressed initial 
resistance but once provided the opportunity to clarify any anxieties became 
open and supportive of the idea though a few acknowledged they consented 
purely because research activity can be attributed to professional 
development for continuing professional development hours for registration 
(Nursing & Midwifery Board of Australia, 2015).  
 
Data Collection 
 
Data were managed using Statistical Package for the Social Sciences, 
Version 20 (SPSS Inc., Chicago, IL, USA) with numerical data being 
analysed using counts, percentages and proportions of time spent in 
observed activities. 
Patterns of Care study data were collected by direct observation of 
consenting participants within each of the three inpatient mental health 
wards. The observer attended the ward during the observation period and 
coded the activity of consenting participants every 10 minutes (Table 1.2). If 
a consenting participant was not present on the ward, the allocation 
workbook was consulted to ascertain their activity. Examples of observations 
include: 
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• Observer entered ward at 0800hrs: 
o Participant 1: sitting at desk writing in medical record: coded as 16; 
o Participant 2: sitting in High Dependency Unit: coded as 24. 
o Participant 3: not observed on ward, workbook checked and 
participant allocated to ECT recovery: coded as 6; 
o Participant 4: not observed on ward, no indication in workbook of 
whereabouts to identify activity: coded as 38. 
• Observer departed ward at 0805hrs. 
 
Table 1.2 Work Sampling Tool 
Date   Day  
Observation period  Ward   
Participant 
Code 
Participant 
Code 
Participant 
Code 
Participant 
Code 
Participant 
Code 
Participant 
Code 
Time        
Activity 
Code 
Time      
Activity 
Code 
Time      
Activity 
Code 
Time      
Activity 
Code 
Time      
Activity 
Code 
Time      
Activity 
Code 
0                               0 0 0 0 0 
10 10 10 10 10 10 
20 20 20 20 20 20 
30 30 30 30 30 30 
40 40 40 40 40 40 
50 50 50 50 50 50 
60 60 60 60 60 60 
70 70 70 70 70 70 
80 80 80 80 80 80 
90 90 90 90 90 90 
100 100 100 100 100 100 
110 110 110 110 110 110 
 
 
Randomisation 
 
The observation schedule was randomly generated to cover a 
timeframe of 100 hours. The 6-week observation period was divided into 2-
hour timeslots from 0630-2230, Monday to Sunday.  The three wards were 
consecutively allocated to each timeslot, and the timeslots were 
consecutively numbered from 1-336. Night duty hours were excluded, due to 
the limited time spent interacting with consumers and multi-disciplinary team 
members.  Fifty 2-hour timeslots were randomly selected. Each had 12 
observations, or a snapshot of activity every 10 minutes. This reflected a 
distribution of observations across the three wards of 43%, 25% & 32% 
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respectively, and comprised a 66% coverage of shifts across each day of the 
week, with a range of 6-9 (median = 7) observations for each day. To adjust 
for variability in shift commencement and completion times, any observation 
period during which a participant commenced or ceased duty was removed 
from data analysis. 
 
Mental Health Work sampling (MHWS) instrument 
 
For the purpose of this study a published work sampling tool (Gardner, 
Gardner, Middleton, Gibb, et al., 2010) was amended with permission of 
authors to incorporate specific mental health nursing activities. A review of 
mental health nursing roles from mental health nursing competency 
documents (Education for Practice in Queensland, 2011a, 2011b), national 
standards of practice for the mental health workforce (ACMHN, 2010; 
Australian Government, 2010; National Mental Health Education and 
Training Advisory Group, 2002) and those described in the research 
literature (Bee, et al., 2006; Burke, et al., 1956; Cleary, 2004; Fairbanks, et 
al., 1977; Fourie, et al., 2005; Furaker, 2009; Hagerty, et al., 1985; Higgins, 
et al., 1999; Hodges, et al., 1986; Martin, 1992; Quist, 1992; Ryrie, et al., 
1998; Sanson-Fisher, et al., 1979; Seed, et al., 2010; Torkelson & Seed, 
2011; Whittington & McLaughlin, 2000), provided direction for inclusion of 
specific inpatient mental health nursing activities, resulting in 33 items. 
Definitions were adapted to clarify distinctions between categories, and 
referral of the instrument to an expert review panel of six experienced mental 
health clinicians and managers resulted in identification of an additional three 
activities. To test the instrument’s viability and applicability the investigator 
then piloted the instrument on a single shift with a single employee that was 
not a participant in the study. This resulted in further adjustment to definitions 
and the reallocation of codes to re-delineate some activities:  For example, 
work on the High Dependency Unit (HDU) was distinguished from other 
monitoring, as HDU is a block-allocated duty that removes the nurse from the 
general ward environment. Hence the final instrument identified 38 activities 
(see Appendix 2 Part C for activity definitions) (Table 1.3).  
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Table 1.3: Mental Health Work Sampling Activity Codes 
Direct care Indirect care Service related 
1. Mental Health 
Assessment 
14. Handover 27. Travel 
2. Physical Assessment 15. Intermittent Visual 
Observations 
28. Computer data retrieval: 
service 
3. Therapeutic Interaction 
with patient/family/care-
giver 
16. Documents in progress 
notes and charts 
29. Research and audit 
4. Constant observation  17. Computer data entry: 
patient 
30. Meetings and 
administration 
5. Administers medication  18. Computer data retrieval: 
patient 
31. Preceptoring & 
Mentoring 
6. ECT recovery  19. Coordinates care 32. Continuing professional 
development: self 
7. Responding to 
emergency: internal to 
ward  
20. Discharge planning 33. Continuing professional 
development: others 
8. Psycho-education 21. Case Conference 34. Clinical supervision: 
provision and attendance 
9. Co-ordinates patient 
transfer/discharge 
22. Collaborates with MDT 35. Responding to 
emergency: external to ward 
10. Interacts with group: 
patient/ family/caregiver 
23. Used references for 
patient care (text/electronic) 
36. Coordinates shift 
11. Escorts patient to 
investigation/ procedure:  
external to ward 
24. HDU 37. Cleaning ward (i.e. 
mopping, dishes, sanitation 
of equipment) 
12. Supervised activity 
(physical care, ADL’s, diet, 
laundry) 
25. Monitoring environment 
(Ward check/dining 
room/patient searches) 
 
13. Assisting patient/visitor 
at their request (i.e. front 
door, locker access) 
26. Sets up and prepares 
room/ equipment/ward 
 
 
Conclusion 
 
The goal of this research was to observe and record the activity of nurses to 
acquire a definitive account of their core activities (direct, indirect and service 
related) in the mental health setting. The following chapter outlines the 
results of this research. 
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Chapter 6:  Work Sampling Results 
 
Participants represented 86% of registered nurses employed in the 
mental health service; including seven (8%) casual employees. The sample 
was predominantly under the age of 40 (57%) and had less than 10 years’ 
experience (72%). In total 91.8% held tertiary qualifications, the majority 
having completed a Bachelor’s degree (65%) and a third holding specialist 
mental health qualifications (35%). Participant demographics are detailed in 
Table 1.4.  
 
Table 1.4: Demographic data for consenting participants. 
Characteristic Number (%) Characteristic Number (%) 
Sex Mental Health Qualification 
Male 32 (37.2) Yes 24 (28) 
Female 54 (62.8) None 56 (65.1) 
Age Other1 6 (7) 
20-39 49 (57) Years of Experience 
≥40 35 (40.7) <1-4 39 (45.3) 
>70 1 (1.2) 5-14 32 (37.2) 
Missing 2 (2.3) ≥15 15 (17.5) 
Highest Qualification 
Hospital Certificate 6 (7) Masters & PhD 12 (14) 
Bachelor 56 (65.1) Missing 1 (1.2) 
Graduate Diploma 11 (12.8)   
1 Other includes 1 Masters of Counselling and 3 Hospital Based Psychiatric Certificate, the remaining 2 did not 
specify 
Delays in final ethical approval resulted in the observation period 
commencing in November 2012 for a period of three weeks; this resulted in a 
gap in the observations over the Christmas period due to service closures 
and slowdowns. Observations recommenced in February 2013 for the final 3 
weeks; distribution of times, days of the week and ward are outlined in table 
1.5.   
The unit of analysis for this study comprised the 3573 potential 
observations. Drawing on Sittig’s (1993) formulation and findings from 
previous work sampling literature, the sample size for this study was 
adequate to give a 95% confidence interval of ±2%.  
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Table 1.5: Observation distribution of days, time & wards 
Day  Number (%) Time Number (%) Ward Number (%) 
Monday 529 (17.6) 0630-0830 411 (13.7) 1 1279 (42.7) 
Tuesday 442 (14.7) 0830-1030 266 (8.9) 2 761 (25.4) 
Wednesday 432 (14.4) 1030-1230 334 (11.1) 3 954 (31.8) 
Thursday 373 (12.4) 1230-1430 497 (16.6) Other1 4 (0.1) 
Friday 539 (18) 1430-1630 591 (19.7)   
Saturday 350 (11.7) 1630-1830 247 (8.2)   
Sunday 333 (11.1) 1830-2030 319 (10.6)   
  2030-2230 333 (11.1)   
1 During one observation period a participant was reallocated to assist in the Psychiatric Emergency Department 
which was not one of the study wards, accounting for the “Other” in the ward distribution. 
 
Work Sampling Analysis 
 
This observational research determined that nurses’ time is accounted 
for 31.65% in Direct care, 51.63% in indirect care and 16.71% in services 
related activities (Figure 1.2).  
 
Figure 1.2. Proportions of care 
  
Direct Care  
 
Direct care activities are those which require an interface between both 
the clinician and the consumer such as assessing physical or mental health, 
administering prescribed medication or providing education; and includes 
explanations or interactions with the patient/family/caregiver, regarding these 
activities (Gardner, Gardner, Middleton, Gibb, et al., 2010).  
32%	
51%	
17%	 Direct	
Indirect	
Service	
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Medication administration was the peak activity within the direct care 
category with 40.8 minutes (8.5%) and included the administering of 
medications and intravenous (IV) infusions to patients e.g. giving medication 
by any route, commencement of IV therapy, administering oxygen, set-up 
and maintenance of instruments used for medication administration. A further 
0.1% (0.48 mins) could be attributed to psycho-education, though as 
discussed later the structure of the observations precluded the observer from 
generating an understanding of the content of discussions during medication 
administration.  
The next activity occupying nursing staff time relates to those of 
assisting the consumer and/or visitors to enter and exit the ward and to 
access personal belongings that are locked from general access, and 
accounts for 4.9% (23.52 minutes) of time per shift.  
Electroconvulsive therapy (ECT) is a medical intervention commonly 
associated with the treatment of resistant mental disorders and requires a 
team approach to ensure safe delivery. The study service provides ECT 
treatment three days per week on both an inpatient and outpatient basis, for 
which nurses from the study wards are allocated on a rotational basis, to 
support consumers in ECT recovery post treatment. During this time the 
nurse is absent from the ward and remains in the ECT suite or outpatient 
ECT recovery room until all prescribed treatments are completed and all 
consumers have returned to their ward or home. In this study fulfilment of this 
activity required 1.7% (8.16 minutes). 
Interestingly the core activity anticipated to be observed in the mental 
health setting is that of the mental health assessment (MHAx), which in this 
study accounted for only 0.1% (0.48 minutes) of observed activities. This is 
likely to be accounted for in the one to one interactions (6.1%; 29.28 
minutes); physical assessment (3.4%; 16.32 minutes); consumer escorts 
external to the ward environment (2.5%; 12 minutes); supervised activities 
such as meals and attention to self-care (1.9%; 9.12 minutes); group 
interactions (1%; 4.8 minutes) and co-ordination of transfer and/or discharge 
(0.7%; 3.36 minutes), during each of which the clinician may garner 
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information relating to a MHAx in the course of general communication 
without specifically attending to this activity.  
An activity not considered in the literature is the obligatory response to 
emergency situations within the ward environment, which in this study was 
coded on 22 occasions (0.7%; 3.36 minutes). There was one occasion of 
patient-to-patient violence, which then dominated the time of one nurse for 
the remainder of that observation period.  
 
Indirect care  
 
Indirect care activities are those nursing activities performed away from 
the consumer but on a specific patient’s behalf, including communicating with 
other providers, co-ordination of care, and collaboration with other health 
care professionals, documentation and initiating or progressing leave and 
discharge plans on a consumer’s behalf (Gardner, Gardner, Middleton, Gibb, 
et al., 2010). 
Within the indirect care category the most time intensive activity within 
this setting is that associated with the HDU, an area designed to provide a 
low stimulus environment for consumers in their most acute state, and is 
separated from the rest of the ward; a nurse is allocated to this area on an 
hourly basis throughout the day, which accounts for 17% (81.6 minutes) of 
their shift.  
The secondary peak activity of indirect care falls to documentation 
accounting for 12.2% (58.56 minutes) and incorporates any documentation in 
progress notes, charts or care plans, as well as entering patient specific data 
into a computer. Related to documentation but a separate category is where 
staff retrieve data related to consumers from clinical care systems such as 
the state-wide information database and accounts for 0.1% (0.48 minutes) 
within each shift.  
Not surprisingly the next largest account for nurses’ time is that of 
handover, defined as the process of giving or receiving an updated 
description of patient condition for the purpose of shift to shift continuity, ward 
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to ward transfer, and/or break coverage. Whist other studies describe 
handover in the context of recorded and written techniques; the study service 
only applies the face to face verbal handover strategy, hence accounts for 
concurrent nursing activity and tabulates to 9.7% (46.56 minutes) per shift.  
Anecdotal precedents to this study, obtained by the researcher through 
conversations with nurses employed in various mental health settings, 
suggested that attempts to introduce various direct patient care activities 
were met by the assertion that nurses were too busy with HDU & Intermittent 
Visual Observations (IVO’s) activities to be able to incorporate new pursuits. 
This is certainly evident in the proportion of time spent in HDU but does not 
stand true for the IVO’s, defined as the completion of an attendance sheet on 
an intermittent basis (usually at 15 minute intervals) with all consumers for 
the purpose of clinical monitoring (Queensland Government, 2008). IVO 
activity within this study accounted for 3.4% (16.32 minutes) of nursing staff 
time. 
Multidisciplinary Team Reviews (MDTR), otherwise known as ward 
rounds, are also often raised regarding the impact they have on the 
availability of nursing staff. This study indicates that 2.9% (13.92 minutes) 
per shift of nursing time is spent engaged in this activity. In a parallel theme 
to MDTR is the activity of collaboration with the multidisciplinary team (MDT), 
which accounted for 2.3% (11.04 minutes) per shift of nursing staff time.  
Other activities related to indirect patient care included monitoring of the 
ward environment (1.4%; 6.72 minutes); care co-ordination (1.3%; 6.24 
minutes); use of reference materials to plan patient care (0.8%; 3.84 
minutes) and room or equipment preparation (0.4%; 1.92 minutes). 
Discharge planning (0.05%; 0.24 minutes) considered an important 
component of care planning for consumers and often associated with the 
nurses’ role is supported within the study service by the role of discharge 
facilitators.  
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Service  
 
Service related nursing activities are associated with the model of 
service. These activities are not patient specific but support service functions 
and include activities such as meetings, teaching, supporting undergraduate 
student placement, preceptoring new staff, and service development 
(Gardner, Gardner, Middleton, Gibb, et al., 2010).  
The largest absorber of nursing staff time within this category is 
meetings (committee and staff) and administration and includes actions such 
as answering phones, delivering messages, email, filing, assembling charts, 
and locating forms. In the present study this category accounted for 5.4% 
(25.92 minutes) of nursing staff time per shift, consistent with that reported by 
Burke et al. (1956) who define management activities under two sub 
categories: management (3.3%; 15.84 minutes) and clerical (5.7%; 27.36 
minutes).  
Despite the timing of the observations being outside of the general 
tertiary teaching periods, nursing staff time spent in mentoring undergraduate 
students was noteworthy. 3.2% (15.36 minutes) per shift was spent 
supporting the practice development of undergraduate nursing students on 
clinical placement, an activity that again generally occurs as a concurrent 
activity, most often associated with medication administration. On the theme 
of education, of note is continuing professional development which 
accounted for 3.2% (15.36 minutes) of nursing staff time, analogous with 
Furaker’s (2009) study which reported 3% (14.4 minutes). An important 
component of professional development, though coded separately, is clinical 
supervision, which was observed on 15 occasions (0.5%; 2.4 minutes). The 
study service encourages clinical supervision for nurses in both individual 
and group formats; group supervision is held within the ward environment 
and was the only observed supervision activity. It is possible staff 
participating in individual supervision were absent from the ward without 
record of activity, resulting in a code of Personal time, which, as previously 
described, was removed from data prior to analysis.   
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Following handover there was generally a period of time during which 
nursing staff, and mostly senior staff, spent time planning and co-ordinating 
the shift through the allocation of patients and duties such as HDU and 
MDTR attendance, this time accounts for 2.2% (10.56 minutes) per shift. One 
of these allocations is emergency response. Similarly to direct care there is a 
service requirement for staff from each ward to support other wards during 
times of emergency, this accounted for 0.3% (1.44 minutes). It was noted 
during observations that emergency alarms were most commonly ‘false’ 
alarms in which staff left the unit but returned within the minute. 
A common strategy within organisations to provide evidence of 
compliance with various procedures and policies is to require audit 
processes to be fulfilled, during the observation phase this accounted for 
0.7% (3.36 minutes) and generally related to medical records or medication 
audits. A complement to this activity is data retrieval from documents and 
computer databases related primarily to the service, not the consumer, for 
the purpose of auditing or reporting, which accounted for 0.1% (0.48 
minutes).  
Being an inpatient setting, travel was not an activity of nursing staff 
unless they were assisting with a patient transfer to another service and this 
travel was not an observed activity during this study.  
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Chapter 7: Discussion 
 
A clinician questionnaire within a study by Sanson-Fisher et al (1979) 
suggested that direct care should account for 62% of nurses’ activity, a 
significantly higher proportion than that found in both this study and the 
literature in general. With similar outcomes to other work sampling studies 
(Bee, et al., 2006; Burke, et al., 1956; Furaker, 2009; Hagerty, et al., 1985; 
Higgins, et al., 1999; Hodges, et al., 1986; Martin, 1992; Quist, 1992; 
Sanson-Fisher, et al., 1979; Whittington & McLaughlin, 2000) this 
observational research determined that nurses’ time is accounted for 31.65% 
in Direct care, 51.63% in indirect care and 16.71% in services related 
activities. The outcomes of the current study support previous research, with 
a few exceptions. 
It could be suggested that the core nursing activity expected within the 
mental health setting is a mental health assessment (MHAx), which in this 
study accounted for just 0.1% of observed activities. No previous studies 
have reported on the specific activity of the MHAx: nor do they address the 
lack of this activity within the context of their discussions. It is commonly 
noted that mental health assessments occur in the context of other activities 
to enable assimilation of provided information, consumer self reports and 
observed behaviour. Formalised MHAx are often limited to the admission 
process to establish admission priorities and care planning. Though may be 
accounted for in concurrent activities as Whittington & McLaughlin (2000) 
report on supervised (5.81%; 27.88 minutes) and escorted activities (2.4%; 
11.52 minutes); and Martin (1992) describes 5.5% (26.4 minutes) of activity 
related to consumer escorts. Since the current study was limited to 
behavioural observations (rather than capturing the intention of the behaviour 
or the integration of information gleaned during other nursing activities), it 
was unable to identify the extent that such informal observation and 
integration of information occurred.  
Attendance to provide access to entry/exit and lockers was not 
represented in other studies. Time on these activities were affected by the 
three study wards being locked throughout the course of the study, and by 
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restrictions imposed by environmental safety concerns (e.g. of sharp items, 
aerosols and personal items such as money). 
Similarly, no other studies specified the extent of HDU activity, though 
Bee et al (2006) described the most common patient care activity being 
related to containment (“Door duties, 1-1, specialling and 15 minute patient 
observations”, p 221). Similarly, an activity such as medication administration 
and allocation to HDU prohibits allocation to alternative activity codes despite 
the likelihood of concurrent activities. These activities may not have been 
engaged in if the nurse had not been allocated to HDU, that is the 
requirement to be in HDU opportune other activities, from the observers 
reflexion these concurrent activities generally reflect various direct care 
activities such as include MHAx, one-to-one interaction, psycho-education, 
and supervised activities. 
In this study fulfilment of the ECT activity required 1.7% (8.16 minutes), 
not seemingly an onerous proportion, though in context of being limited to 
three days per week and the dependence of a randomised observation 
period occurring on the allocated ward during the allocated time, this activity 
removes two nurses from ward areas for a period of 3-4 hours. 
It is not surprising that documentation rates as one of the higher 
activities of nursing time. Suggestions are that changes in technology will 
reduce this time, although that remains to be demonstrated.  In the 
meantime, there is significant duplication in recording, since the service 
utilises a state-wide clinical database and a computer based handover tool 
which requires clinician input on a per-shift basis, while retaining paper-
based medical records. Similar outcomes are reflected in two other studies 
which report between 13% (53 minutes) (Furaker, 2009) and 14.43% (69.26 
minutes) (Whittington & McLaughlin, 2000), whilst others report a wide 
variance as low as 2.7% (12.96 minutes) with inclusion of assigning care and 
looking for patients (Burke, et al., 1956); to significantly higher proportions of 
34% (163.2 minutes) (Bee, et al., 2006). The latter is quite broad is its 
inclusion of documentation, including roster development, staff training, 
preparation for ward rounds, admission and discharge processes and 
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general administration activities. A pleasant observation was the transition to 
contemporaneous documentation on all wards, a move from the traditional 
practice of nurses completing all documentation at the end of the shift. 
Only Martin’s (1992) study conveyed similar outcomes (8%; 38.4 
minutes) for the handover sub-category; all other studies report significantly 
higher rates (18.45%-42.9%) though all that reported on this activity bundled 
it with various staff interactions (Bee, et al., 2006; Sanson-Fisher, et al., 
1979; Seed, et al., 2010; Whittington & McLaughlin, 2000). 
IVO activity within this study accounted for 3.4% (16.32 minutes) of 
nursing staff time, not dissimilar to Ryrie’s (<5-10%; 24-48 minutes) (1998) 
and Whittington & McLaughlin’s (1.97%; 9.45 minutes) (2000). In the study 
environment this activity may have been impacted by the recruitment and 
specialised training of undergraduate nursing student assistants in nursing 
(AIN), who, when on shift were generally allocated this activity. Cross 
tabulation of IVO activity and AIN present on shift indicated that nurses only 
engaged in the IVO on 12 observations occasions compared to 90 when 
AIN’s were not on duty. During the study AIN’s were rostered on for 54.2% of 
shifts. 
This study indicates that 2.9% (13.92 minutes) per shift of nursing time 
is spent engaged in this activity, lower than reported in other studies which 
range from 4.61% (22.12 minutes) to 20% (96.3 minutes) (Furaker, 2009; 
Seed, et al., 2010; Whittington & McLaughlin, 2000). Similarly to ECT, MDTR 
activities are limited to 4 days per week therefore focussing the activity over 
a condensed time period. Of further note is the curious occasion of timing; 
whereby one MDTR during the observation period commenced at 1630hrs, a 
time at which there was a decline in the availability of nursing staff and an 
increased requirement of supervised activities such as meals. Collaboration 
with MDT: This activity is not reported independently within other studies 
though may be incorporated in broader communication strategies. 
Whilst other studies describe the impact meeting and administration 
activities have on the availability of nurses’ time for patients, most 
incorporate administration under an umbrella of activities that include both 
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ward and patient related activities (Bee, et al., 2006) or activities previously 
accounted for in other categories such as documentation (Furaker, 2009). 
Whittington & McLaughlin (2000) is the only other study that reports on 
a category relating to the professional development of others with an 
outcome of 5.44% (26.11 minutes). On the theme of education, of note is 
continuing professional self development which accounted for 3.2% (15.36 
minutes) of nursing staff time, analogous with Furaker’s (2009) study which 
reported 3% (14.4 minutes). 
Anecdotal comments from nurses employed in mental health services 
over the course of the authors career prior to the conception of this study 
suggested that various attempts to introduce direct patient care activities 
were met by the assertion that nurses were too busy to be able to 
incorporate new interactive pursuits. This study indicated that little has 
changed in the proportions of nursing time spent in direct, indirect or service 
related activities as reported in the literature over the last two decades since 
the shift to deinstitutionalisation. It seems that nursing time in the mental 
health setting is not being effectively utilised for the care of the consumer. 
 
Limitations 
 
It is difficult to capture the complexity of MHN using work sampling, 
which examines patterns of practice, but does not assess quality. Many 
activities associated with the mental health nursing role require concurrency, 
for example allocation of HDU will often mean the nurse engages one-to-one 
interactions within the HDU, communicating and assessing an individual’s 
mental health state, while concurrently providing therapeutic support to 
reduce distress. These secondary activities are not recorded in the work 
sampling method. However, it is necessary to identify the primary activities 
that consume nursing time and present barriers to consumer engagement, to 
highlight where changes can be best made. Awareness of the observer may 
have altered the nurses’ behaviour during this study, although that would 
presumably have produced an overestimation of consumer-related activities, 
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if they were seen as highly valued, rather than reducing that component. 
Furthermore, the long duration of the observation period and the daily work 
requirements were likely to have reduced the salience of the observer 
(Abdellah & Levine, 1954). 
 
Conclusion 
 
Few would argue with the idea that wards with more active consumers 
who are participative in their own care and decision making are associated 
with better therapeutic outcomes (Radcliffe & Smith, 2007). For this to 
become a reality consumers need to be listened to and heard, to be 
acknowledged as owning their own stories and to be offered treatment 
choices. The literature on consumers’ perspectives on care in the mental 
health setting suggests a stark contrast to this ideal, with common themes of 
a sense of being confined in a different world – one where they are not at 
liberty to manage their own lives or pursue personal preferences, but are 
governed by the priorities of ‘the system’ (Gilbert, et al., 2008; Lepola & 
Vanhanen, 1997; Letendre, 1997; O'Brien, 1999). Literature relating to 
consumers expectation of care resonates with themes of respect, empathy, 
autonomy and engagement, with particular emphasis on personal 
involvement in therapeutic relationships (Brimblecombe, et al., 2007; Cleary, 
1999; Cleary, et al., 2003; Jackson & Stevenson, 2000; Moyle, 2003; Rydon, 
2005). Accordingly literature also highlights consumer perspectives on the 
obstacles that lead to care deficiencies, with staff unavailability related to 
environmental, structural and organisational factors being most commonly 
reported (Gilbert, et al., 2008; Shattell, 2007), Interestingly, studies 
measuring incident outcomes following introduction of care interventions 
demonstrate reductions in clinical incidents (self-harm, aggression and 
absconding); coercive practices (seclusion/restraint) and an associated 
decrease in staff absence due to sick/injury leave, estimated by McAndrew et 
al. (2013) to generating a financial saving of $77,630 (AUD) a year. 
In light of the outcomes of this study, it is necessary for mental health 
nurses to re-establish their therapeutic availability. In light of the outcomes of 
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the foundation study, it is necessary for mental health nurses to re-establish 
their therapeutic availability. In the context of the prevailing culture in mental 
health services, a change in nursing practice needs to be guided by a 
comprehensive mental health nursing service model that draws on the best 
available evidence of what activities constitute best nursing practice in the 
mental health setting. To facilitate the introduction of a new mental health 
nursing service model it is imperative to effectively engage the evidence, the 
profession and the organisation. The Patterns of Care study provides a 
framework for consideration of future studies, extending beyond the 
foundation study with a view to developing, implementing and evaluating and 
evidenced based consumer-centred model of care for mental health nursing.  
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Chapter 8: Recommendations  
 
Implementation research is the scientific study of methods to promote 
the uptake of research findings in clinical practice environments with an edict 
of improving patient care. To this end there is are a range of frameworks 
describing strategies to implement EBP (Donaldson, et al., 2004; Schaffer, et 
al., 2013). Though few incorporate the influence that professionals, 
environments and organisations have on the effectiveness and sustainability 
of interventions, thus providing limited information to guide and optimise 
implementation (Eccles, Grimshaw, Walker, Johnston, & Pitts, 2005). This is 
problematic in the current health care context that requires inclusion of EBP 
in an environment whereby political and organisational efficiency measures 
are a priority. Eccles (2005) suggests that desirable attributes of theories to 
support implementation research are those that demonstrate effectiveness in 
predicting and explaining behaviour change, explain behaviours that are 
changeable and should include non-volitational components. Systematic 
evaluations of efforts to transfer research-based interventions and 
procedures provide a basis for proposing a heuristic model of key factors that 
influence this process (Simpson, 2002).  
Implementing quality improvement efforts in health services is 
challenging. Assessment of organizational “readiness” for change can set the 
stage for implementation by providing information regarding existing 
strengths and deficiencies, increasing the chance of a successful 
implementation. The recommendations from this research seek to advance 
mental health nursing care through the implementation of a rigorously 
designed service model using the PARiHS framework. The first aspect would 
be a comprehensive assessment of organizational functioning and readiness 
for change. The Organisational Readiness to Change Assessment (ORCA) 
tool was developed based on a conceptual model and previous findings on 
transferring research to practice (Helfrich, et al., 2009). It focuses on 
motivation and personality attributes of staff, institutional resources, and 
organizational climate as an important first step in understanding 
organizational factors related to implementing new technologies into a 
 63 
program (Lehman, Greener, & Simpson, 2002). The ORCA has 
demonstrated reliability and factor structure in various studies (Hagedorn & 
Heideman, 2010; Helfrich, et al., 2009). 
The outcomes of the Patterns of Care study identified a variety of areas 
that may be further assessed to improve the availability of nurses’ time for 
consumers in the mental health setting. To enable introduction of a new 
model of care and efficiently measure the proposed change in nurses 
availability to consumers requires a robust research design that is able to 
measure both effectiveness and efficacy. 	
Introducing evidence into practice is not as simple as identifying the 
preferred practice and automatically assuming these principles will be 
integrated into the clinical environment. Many factors influence this 
translational process. The Promoting Action Research in Health Services 
(PARiHS) framework hypothesises that for successful implementation of an 
intervention there needs to be universal clarity regarding the nature of the 
evidence which supports the intervention, organisational readiness to accept 
the intervention and appropriate facilitation to realise the change process 
required for implementation (Ellis, Howard, Larson, & Robertson, 2005; 
Rycroft-Malone, et al., 2002). This framework takes into consideration the 
interplay between the evidence, the environment and the method of 
facilitation (Ellis, et al., 2005; Schaffer, Sandau, & Diedrick, 2013) and is 
promoted as a guide to implementation of evidence based clinical practices 
(Helfrich, Li, Sharp, & Sales, 2009). Kitson (2008) describes PARiHS as a 
diagnostic and evaluative tool designed to implement evidence into practice. 
Originally designed in 1998 (Kitson, Harvey, & McCormack, 1998; 
Kitson, et al., 2008), it was first given the nomenclature PARiHS in 2002 
(Rycroft-Malone, et al., 2002) and continues to be refined by various authors 
(Helfrich, et al., 2009; Kitson, et al., 2008; Stetler, Damschroder, Helfrich, & 
Hagedorn, 2011). The framework asserts that successful implementation of 
an intervention is reliant upon three interlaced elements with those being 
evidence, context, and facilitation (Kitson, et al., 2008; Rycroft-Malone, et al., 
2002). Each element comprises a series of sub elements which assists to 
assess the impact each parent element will have on implementation (See 
 64 
Figure 1.3) (Helfrich et al., 2010; Stetler, et al., 2011).  Each element of the 
PARiHS framework is ‘rated’ on a low – high continuum providing for 
guidance as to strategies to assist in supporting the implementation plan with 
successful adoption occurring when there is a convergence of ‘high’ levels of 
the three elements.  
 
Figure 1.3 PARiHS Framework for successful implementation 
 
Evidence refers to the shared understanding of the risks and benefits of 
‘old’ versus ‘new’ ways of working achieved through robust, professional 
consensus with clear desired outcomes (Kitson, et al., 2008; Rycroft-Malone, 
et al., 2002). This element comprises four sub elements, each relating to a 
source of knowledge: research evidence, clinical experience, patient 
experience and local experience and knowledge (Kitson, et al., 2008; 
Queensland Government, 2008; Stetler, et al., 2011). Ellis (2005) defines this 
element as pertaining to the systematic collection and assessment of 
knowledge from which clinicians’ and managers base conclusions about 
what constitutes best practice. Though debate continues in the literature as 
to what comprises ‘evidence’ with recent consensus that research (clinical 
trials) make up only part of the interpretation with increased emphasis on 
experiences of both clinicians and consumers, as well as performance data 
and expert opinion representing other categories of evidence (Ellis, et al., 
2005; Rycroft-Malone, et al., 2002). The outcome is a critical appraisal of 
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available evidence to attain consensus between research, professional, 
consumer and organisational desired outcomes.  
Context specifically means ‘the setting in which practice takes place’ 
though does little to reflect the complexity of the concept which is influenced 
by economic, social, political, fiscal, historical and psychosocial factors 
(McCormack et al., 2002; Rycroft-Malone, et al., 2002). Health care systems 
are complex environments impacted by dynamic interactions between 
consumers, practitioners, settings, organisational governance and political 
impetus. The greatest challenge to health care practice is the tension  
between business determined targets  driven by performance indicators and 
the competing espoused values of person centred care.  The context 
element also comprises four sub elements, each relating to a quality within 
the environment within which implementation is intended: organisational 
culture, leadership, evaluation and receptivity (Helfrich, et al., 2010). The 
latter refers to the readiness of environments and services from the 
perspective of resources, physicality, authority and fit with organisational 
strategic plans. Similarly to the evidence element, it is necessary to gather a 
variety of sources to define both individual and organisational effectiveness 
of the intervention. McCormack (2002) acknowledges that the dominant 
theme for measurement of effectiveness is the ‘hard data’ such as national 
performance indicators, despite wide debate of the relationship between 
these and quality of care, providing suggestion of the need for a multi-
method approach which values the perceptions of individuals.  
The final element, facilitation was originally described by Kitson (1998) 
as ‘making things easier for others’; and continues to be represented as the 
process of enabling the implementation process (Harvey et al., 2002). Ellis 
(2005) describes this function as critical as it can assist in overcoming poor 
attributes in the context element, with Rycroft (2002) noting that the key to 
this is matching the purpose of facilitation, as well as the role and skill of the 
facilitator/s to the requirements of the context. Harvey (2002) highlights that 
facilitation may vary from a practical hands on approach to complex multi-
faceted methods, and may incorporate a mixture of internal and external 
processes. Facilitation comprises three sub-elements, each defining 
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techniques that influence the change process in relation to attitudes, habits, 
skills and ways of working: purpose of facilitation, role of the facilitator and 
related skills and attributes to fulfil the purpose (Helfrich, et al., 2010). Kitson 
(2008) suggests that the type and level of facilitation is determined by the 
state of preparedness of the organisation in terms of degree of consensus 
with the evidence, receptivity of implementation and availability of 
mechanisms that promote robust evaluation.  
Helfrich (2009) noted a key limitation of PARiHS was the lack of 
validated tools to operationalise the framework and as such began the 
development of the Organisational Readiness to Change Assessment 
(ORCA) tool. This instrument was intended as a diagnostic tool to identify 
needs that can be targeted by implementation strategies and provide 
prognosis of the success at an organisational level (Helfrich, et al., 2009; 
Stetler, et al., 2011). The ORCA was developed with three major scales that 
correspond to the core elements of PARiHS and assess the strength and 
extent of the evidence, the quality of an organisations context and the 
capacity for internal facilitation (Helfrich, et al., 2009).  Assessment of 
organizational “readiness” for change can set the stage for implementation 
by providing information regarding existing strengths and deficiencies, 
thereby increasing the chance of a successful improvement effort (Hamilton, 
Cohen, & Young, 2010). Donaldson (2004) notes that ideal methods of 
evaluating the impact of an intervention is through the use of established 
reliable data sources allowing for accurate measurement of actual 
performance, as well as the  extent of adoption. The ORCA instrument can 
be utilised within the PARiHS framework process to assist in identifying 
organisational needs to facilitate the design and implementation of a mental 
health nursing service model. 
The purpose of the PARiHS framework is twofold. Firstly to guide the 
design of the mental health nursing service model a process that will 
comprise of three phases commencing with the inquiry phase, followed by a 
consultative process to draw upon the knowledge and skills of relevant 
stakeholders. Collectively the outcomes of these two phases will define the 
mental health nursing service model. The PARiHS framework then steers the 
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implementation and evaluation process with respect to both intervention 
outcomes and process outcomes that will highlight facilitators and barriers 
that impact the sustainability of a mental health nursing service model. 
 
Mental Health Service Model Development 
 
As discussed the mental health nursing service model should be guided 
by the PARiHS framework beginning with the evidence phase, conducted 
through a series of focus groups. Participants should include clinicians, 
consumers, educators and managers, and focus groups structured to 
generate consensus within these groups to the design of the mental health 
nursing service model. To support this process and as per the PARiHS 
framework (Kitson, et al., 2008) relevant literature relating to current health 
care service models (Blakemore, 2009; Davis & Adams, 2012; Gordon, 
Morton, & Brooks, 2005; Lennard, 2012; Wilson, 2009) needs to be 
introduced to guide these discussions.  
Research indicates that direct care, which is therapeutic in nature, has 
a direct impact upon positive consumer outcomes during hospitalisation. 
Kalisch et al (Kalisch, Tschannen, & Lee, 2011) examined the outcomes of 
staffing levels on patient care finding that reduced staffing levels resulted in 
fewer direct care opportunities which in turn impacted consumer outcomes. 
Similarly other studies have demonstrated that the fewer nursing hours per 
patient day (NHPPD) the longer the length of stay and poorer the consumer 
outcomes (Esparza, Zoller, White, & Highfield, 2012; Lankshear, Sheldon, & 
Maynard, 2005; Van den Heede, Clarke, Sermeus, Vleugels, & Aiken, 2007).  
A new mental health nursing service model would aim to realign the 
allocation of nursing time to provide improvement in direct care opportunities 
for nurses and consumers.  
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Research Propositions 
 
The hypothesis of the PARiHS framework is that for successful 
implementation of an intervention there needs to be universal clarity 
regarding the nature of the evidence which supports the intervention, 
organisational readiness to accept the intervention and appropriate 
facilitation to realise the change process required for implementation (Ellis, et 
al., 2005; Rycroft-Malone, et al., 2002). The PARiHS framework addresses 
the interplay between the evidence, the environment and the method of 
facilitation (Ellis, et al., 2005; Schaffer, et al., 2013) as a guide to effective 
implementation of evidence based clinical practices (Helfrich, et al., 2009), 
and informs the development and implementation of the intervention; a 
service model for MHN. Subsequent systematic literature review and focus 
group interviews are conducted to achieve collaborative, evidence based 
intervention development. The research recommendations aim to identify 
what effect the introduction of a mental health nursing service model may 
have on ward atmosphere; patient data including patient outcomes and 
readmission; incident data (occurrence and length of seclusion/restraint). The 
secondary goal would be to test the efficacy of the PARiHS framework for 
intervention implementation within the mental health setting. 
 
Conclusion 
 
In the context of the prevailing culture in mental health services, a change in 
nursing praxis needs to be guided by a comprehensive model of practice that 
draws on the best available evidence of what activities constitute best 
nursing practice in the mental health setting. One of the most critical issues 
in mental health services research is the gap between what is known about 
effective treatment and what is provided to consumers in routine care. This 
research has provided a basis of which to compare baseline data for future 
research regarding nursing activities and practice within the mental health 
inpatient environment. 
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Appendix 2 Data collection Work Sampling Instrument: Part A  
Date			 Day		
Observation	period		 Ward			
Participant	Code	 Participant	Code	 Participant	Code	 Participant	Code	 Participant	Code	 Participant	Code	
Time											Activity	
Code	
Time											Activity	
Code	
Time											Activity	
Code	
Time											Activity	
Code	
Time											Activity	
Code	
Time											Activity	
Code	
0																															 0	 0	 0	 0	 0	
10	 10	 10	 10	 10	 10	
20	 20	 20	 20	 20	 20	
30	 30	 30	 30	 30	 30	
40	 40	 40	 40	 40	 40	
50	 50	 50	 50	 50	 50	
60	 60	 60	 60	 60	 60	
70	 70	 70	 70	 70	 70	
80	 80	 80	 80	 80	 80	
90	 90	 90	 90	 90	 90	
100	 100	 100	 100	 100	 100	
110	 110	 110	 110	 110	 110	
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Appendix 2 Data collection Work Sampling Instrument: Part B Nursing Activity Codes 
Direct	care	 Indirect	care	 Service	related	 Personal	
12. Mental	Health	Assessment	 14.	Handover	 27.	Travel	 38.	Personal	
13. Physical	Assessment	 15.	Intermittent	Visual	Observations	 28.	Computer	data	retrieval:	service	 	
14. Therapeutic	Interaction	with	
patient/	family/care-giver	
16.	Documents	in	progress	notes	and	
charts	
29.	Research	and	audit	 	
15. Constant	observation		 17.	Computer	data	entry:	patient	 30.	Meetings	and	administration	 	
16. Administers	medication		 18.	Computer	data	retrieval:	patient	 31.	Preceptoring	&	Mentoring	 	
17. Electroconvulsive	Therapy	
recovery		
19.	Coordinates	care	 32.	Continuing	professional	
development:	self	
	
18. Responding	to	emergency:	
internal	to	ward		
20.	Discharge	planning	 33.	Continuing	professional	
development:	others	
	
19. Psycho-education	 21.	Case	Conference	 34.	Clinical	supervision	 	
20. Co-ordinates	patient	
transfer/discharge	
22.	Collaborates	with	MDT	 35.	Responding	to	emergency:	
external	to	ward	
	
21. Interacts	with	group:	
patient/family/caregiver	
23.	Used	references	for	patient	care	
(text/electronic)	
36.	Coordinates	shift	 	
22. Escorts	patient	to	investigation/	
procedure:		external	to	ward	
24.	High	Dependency	Unit	 37.	Cleaning	ward	(i.e.	mopping,	
dishes,	sanitation	of	equipment)	
	
12.	Supervised	activity	(physical	care,	
Activities	of	Daily	Living,	laundry)	
25.	Monitoring	environment	(Ward	
check/dining	room/patient	searches)	
	 	
13.	Assisting	patient/visitor	at	their	
request	(i.e.	front	door,	locker	access)	
26.	Sets	up	and	prepares	room/	
equipment/ward	
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Appendix 2 Data collection Work Sampling Instrument: Part C Activity Definitions 
	
Direct	Care	
All	nursing	activities	performed	in	the	presence	of	the	patient/family/caregiver,	and	includes	explanations	or	interactions	with	
the	patient/family/caregiver,	regarding	these	activities.	
1. Mental	Health	Assessment:	incorporates	all	activities	performed	to	undertake	an	assessment	of	the	patient’s	mental	state.	
2. Physical	Assessment:	incorporates	all	activities	performed	to	obtain	objective	data	relating	to	the	patient’s	physical	health.	E.g.	
Blood	pressure,	heart	rate,	blood	sugar	level		
3. Therapeutic	interaction	with	patient/family/caregiver:	pertains	to	any	interaction	between	the	nurse	and	the	
patient/family/caregiver,	during	which	the	nurse	is	initiating,	intervening,	reviewing,	revising,	and	evaluating	the	care	plan.	Includes	
social	interaction	with	the	patient/family/caregiver.	
4. Constant	Observation:	constant	visual	contact	with	specific	consumer	for	the	purpose	of	clinical	monitoring.		
5. Administers	medication:	activities	which	involve	the	administering	of	medications	and	intravenous	(IV)	infusions	to	patients.	E.g.	
giving	medication	by	any	route,	commencement	of	IV	therapy,	administering	oxygen,	set	and	maintenance	of	instruments	used	for	
medication	administration.	
6. Electroconvulsive	Therapy	(ECT)	recovery:	activities	relating	to	the	patient’s	preparation	for	ECT,	fulfilment	of	the	role	of	ECT	nurse	
and	nursing	care	of	the	patient	post	ECT	on	return	to	the	ward.	
7. Responding	to	emergency:	internal	to	ward:	relates	to	activities	which	directly	relate	to	assisting	colleagues	and/or	patients	during	
emergency	procedures	on	their	home	ward	e.g.	Restraint,	phone	calls	to	MERT.		
8. Psycho-education:	patient/family/caregiver:	pertains	to	the	activities	during	which	the	nurse	provides	the	patient/family/caregiver	
information	regarding	medications,	diagnosis,	community	organisations,	and	support	services.		
9. Coordinates	patient	discharge/transfer:	the	process	of	planning	and	organising	with	the	patient	their	discharge	or	transfer.		
10. Interacts	with	group:	patient/family/caregiver	[7]:	verbal	interactions	with	the	patient/family/caregiver	in	a	group	format	for	the	
purpose	providing	education	or	group	therapy.	
11. Escorts	patient	to	investigation/procedure:	external	to	ward:	pertains	to	assisting	a	patient	to	attend	an	appointment	within	the	
hospital	grounds	e.g.	X-ray,	EEG,	MHRT.	
12. Supervising	patient	activity:	including	physical	activity,	attendance	to	activities	of	daily	life	(i.e.	hygiene,	nutrition)	
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13. 	Assisting	patient/visitor	at	their	request:	includes	attending	to	the	front	door,	locker	and	access	to	belongings	upon	the	request	of	a	
patient	or	visitor.	
	
Indirect	Care	
All	nursing	activities	performed	away	from	the	patient	but	on	a	specific	patient’s	behalf,	including	communicating	with	other	providers,	
co-ordination	of	care,	and	collaboration	with	other	health	care	professionals,	documentation	and	initiating	or	receiving	referrals.	
14. Handover:	the	process	of	giving	or	receiving	an	updated	description	of	patient	status	for	the	purpose	of	shift	to	shift	continuity,	ward	
to	ward	transfer,	and/or	break	coverage.	
15. Intermittent	visual	observations	(IVO):	intermittent	visual	observations	with	all	consumers	for	the	purpose	of	clinical	monitoring		
16. Documents	in	progress	notes/charts/care	plans:	includes	any	documentation	in	progress	notes,	charts	or	care	plans.	Includes	fax	and	
email.	
17. Computer	data	entry:	patient:	includes	entering	patient	data	into	computer.	E.g.	CIMHA,	Outcomes,	HBCIS,	handover	tool.	
18. Computer	data	retrieval:	patient:	includes	retrieval	of	patient	information	from	a	computer.	E.g.	CIMHA,	HBCIS,	EDIS,		
19. Coordinates	care:	reviewing,	evaluating	or	communicating	patient	information.	Includes	communications	with	all	health	care	
professionals	(e.g.	phone	calls,	referrals	(i.e.	ADS,	Translation	services),	delegation	and	planning	admission	from	
PEC/external/transfer,	review	of	care	plans).	
20. Discharge/Leave	planning:	facilitates	the	discharge/leave	of	a	patient.	E.g.	arranging	transport,	arranging	accommodation,	phone	
calls	to	family/caregiver,	arranging	prescription/medication	with	pharmacy,		
21. Case	conference:	attendance	with	MDT/	patient/family/caregiver	to	discuss	progress,	reviewing	and	planning	care	
22. Collaborates	with	multidisciplinary	team	(MDT):	pertains	to	interactions	with	members	of	the	health	care	team	in	direct	relation	to	a	
specific	patient.	E.g.	Request	for	medical	review,	communication	of	information	to	case	manager.	
23. Uses	references	for	patient	care	(text/electronic):	referencing	written	resource	materials	related	to	patient	care	e.g.	Textbooks,	CKN,	
policy/unit	guidelines	
24. High	dependency	unit:	allocation	to	the	HDU	for	a	determined	period	of	time	by	shift	co-ordinator	
25. Monitoring	environment:	pertains	to	completing	the	Environmental	ward	check,	patient	searches	and	dining	room	attendance	to	
ensure	maintenance	of	safety	within	the	environment	
26. Set	up	and	room/equipment	preparation:	obtaining	and	returning	equipment	or	supplies	necessary	for	patient	care	and	preparing	
equipment/room	for	use	and	clean	up	after	use	
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Service	Related	
All	nursing	activities	related	to	the	model	of	service.	These	activities	are	not	patient	specific	but	support	service	functions.	E.g.	Meetings,	
teaching,	supporting	undergraduate	student	placement,	preceptoring	new	staff,	and	service	development.	
27. Travel:	transit	between	wards	(i.e.	PEC-ward)	
28. Computer	data	retrieval:	service:	includes	retrieval	of	information	from	charts/computer	for	the	purpose	of	auditing	or	reporting		
29. Research	and	audit:	participation	in	research	activities	i.e.	Focus	groups,	reading	research	articles,	attending	journal	clubs,	
completing	audits	(i.e.	Chart	audit,	medication	audit)		
30. Meetings	and	administration:	attending	meetings.	E.g.	Committee	work,	staff	meetings.	Administration	includes:	answering	phones,	
delivering	messages,	email,	filing,	assembling	charts,	and	locating	forms.	
31. Preceptoring	&	mentoring:	providing	direction,	support	and	education	to	a	less	experienced	health	care	professional	or	student.	
32. Continuing	professional	development:	self:	includes	activities	related	to	developing	and	maintaining	skills	and	knowledge.	E.g.	
attendance	at	conferences,	symposiums,	in-services,	workshops,	reading	and	scholarly	writing.		
33. Provision	of	continuing	professional	development:	Others:	includes	participation	in	teaching	and	learning	activities,	both	formal	and	
informal.	Includes	preparation,	delivery	and	evaluation.		
34. Clinical	supervision:	Includes	attendance	to	own	and	provision	of	clinical	supervision	with	others	in	either	group	or	individual	
formats		
35. Responding	to	emergency:	external	to	ward:	related	to	attendance	to	an	emergency	event	other	than	on	own	ward.	
36. Co-ordinates	shift:	pertains	to	time	taken	to	allocate	duties	and	co-ordinate	staffing	needs	
37. Cleaning	environment:	pertains	to	the	actions	of	sanitising	equipment,	mopping	floors,	etc	
	
Personal	
38. Personal	[4]:	All	personal	activities	not	related	to	patient	care,	service	or	professional	development.	Activities	related	to	meal	breaks,	
adjusting	roster	to	meet	personal	needs,	personal	phone	calls	and	socialising	with	colleagues.		
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Appendix 3 Data Extraction table 
Author Aim  Participants Method Outcome 
1. Bee, et al., 
2006  
UK  
1. To identify and classify 
the range of occupational 
activities undertaken by 
acute inpatient mental 
health nurses. 
2. To compare the relative 
proportions of time 
dedicated to patient-centred 
and non-patient-centred 
activities. 
 
40 nurses:  
15 registered nurses, 
one student nurse and 
24 unqualified nursing 
assistants 
 
Convenience sampling 
 
Short, repeated 
interviews 
conducted on an 
hourly basis 
totalling  
505 hours 
 
Qualified staff:                      
Patient contact             29.2%          
Communications          35.5%          
Staff breaks                    0.6%                              
Admin                             34 %                                                                      
Domestic                        0.6% 
2. Burke, et al., 
1956  
USA  
1. What proportion of 
attendant nursing time is 
spent with patients and 
related tasks? 
2. What proportion of time 
is consumed by tasks which 
could be delegated to non-
nursing personnel if they 
were available? 
3. Does the work-sampling 
method or the continuous 
observations methods – or a 
combination of the 2 – lend 
itself to the study of nursing 
activities in mental 
hospitals? 
 
Northville State Mental 
Hospital – selective 
sampling of wards: 
nursing sample not 
described 
 
Observation With patients:            45.7% 
Away from patients: 54.3% 
 
3. Cleary, 
2004  
Australia  
1.  The way mental health 
nurses interpret their 
practice in an acute 
inpatient psychiatric unit 
Registered nurses: 
numbers not reported 
 
Observation, 
discussion 
group & 
interview 
 
Four central themes: (i) delivery of 
nursing care (see Cleary 2003a); (ii) 
relationships, power and control (see 
Cleary 2003b); (iii) overwork; and (iv) 
professional attitudes and supports. 
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Author Aim  Participants Method Outcome 
4. Fourie, et 
al., 2005  
New Zealand  
1. Observe the range of 
activities that registered 
nurses engage in 
2. Determine the 
perceptions of registered 
nurses regarding their roles 
3. Compare the observed 
range of actual activities 
with the perceptions of 
registered nurses’ roles. 
 
Not reported 56 hours of 
observation over 
3 rotating shifts. 
 
Observations: 9 themes:  
- Patient safety;  
- Therapeutic interventions  
- Assessment  
- Coordination  
- Professional communications  
- Education 
- Staff supervision 
- Administrative tasks 
 
5. Fairbanks, 
et al., 1977 
USA 
 
1. What are the behaviour 
profiles of patients and staff 
on a psychiatric ward? 
All patients and staff on 
4 wards  
120 hours 
observation by 7 
observers 
Mean % 
Social:                     46.3     
Task orientation 29.53 
Non-Involvement 7.11     
Entertainment 2.58 
Movement            11.6      
Self-maintenance 1.46 
Deviant                   1.33 
 
6. Furaker, 
2009  
Sweden  
2. What is the time 
expenditure in different work 
activities? 
3. What is the distribution 
of work activities in surgical, 
geriatric, medical and 
psychiatric care? 
4. How much of the 
workday’s content do the 
nurses devote to direct care 
of patients? 
 
10 wards at a general 
hospital in western 
Sweden 
4-5 nurses per ward 
30 diaries: 5 psychiatric 
 
Diary Nursing (41% - psychiatry) – with two 
subcategories:  
 
Other activities (59% - psychiatry) – 
(not in direct contact with patient)  
 
Reporting: 15% (all)  
95% of work day present on the ward 
 
7. Hagerty, et 
al., 1985.  
1. To describe work 
sampling as a methodology. 
PCW I; PCW II; Staff 
Nurse: Assistant Head; 
Self-logged 
activities on 
Staff nurses: 
Non-patient related 11.6%  
 78 
Author Aim  Participants Method Outcome 
USA  
 
 Head nurse 
 
developed tool Indirect patient contact 35%  
Direct patient contact 53.4% 
 
8. Higgins, et 
al., 1999 
UK 
 
1. The activities performed 
by ward staff in caring for 
patients 
11 sites: activities 
analysed by Grade 
3 year study 
Mixed method: 
Observation, 
interviews, and 
questionnaires.  
 
Managerial                                  Clinical 
Direct: 30- <10%                45- 22.5% 
Indirect: 30- <20%                  26-26% 
Associated: 35-75%               22-37% 
Personal: 5-5%                         7-10% 
 
9. Hodges, et 
al., 1986 
Australia 
1. Investigate relationship 
between ward 
structure/patient 
chronicity & staff 
interactions.  
 
 
Mean daily number of 
patients = 45 
No staff refused to give 
consent – numbers not 
reported. 
Observational Proportions of time: 
- Staff-patient: AO 27.2%; AC 
33.3%; CC 42.5% 
- Staff-staff: AO 32%; AC 29%; CC 
23.2% 
- No contact: AO 40.8%; AC 37.7%; 
CC 34.3% 
 
10. Martin, 1992 
 UK  
1. Work patterns of 
qualified and unqualified 
staff in mental health  
 
16095 minutes of 
observation; 
All Nursing staff  
Observation of 
both patient and 
staff activities 
Direct patient interaction with qualified 
staff 21.8%; unqualified staff 21.5% 
 
11. Quist, 1992 
USA  
1. To verify the hours of 
patient care collected for 
work measurement 
2. To evaluate and assess 
where nursing personnel 
were spending their time 
 
3 community hospitals 
and 2 teaching hospitals  
 
93% participation of all 
staff  
 
Observational Direct: 48.2 % 
Indirect: 30.9% 
Unit related: 9.8% 
Personal: 11.0% 
 
12. Ryrie, et al., 
1998 
UK 
 
1. Survey the working 
practices of mental health 
nurses on two wards 
2 wards with 47.5 whole 
time equivalent staff  
7 consecutive days 
Self-logged 
activities 
predefined 
variables 
 
Non patient contact: more than 50% on 
both wards                 Ward 1  Ward 2 
Reactive patient contact:   6%  16.5% 
Planned patient contact    31% 25.6% 
Structured observations    10%   <5% 
Total patient contact  42.5hr 65.75hrs 
 79 
Author Aim  Participants Method Outcome 
 
13. Sanson-
Fisher, et al., 
1979  
Australia 
2. What are the behaviour 
profiles of staff and patients 
in an acute short-term 
psychiatric ward? 
3. With whom, and at what 
rate, do staff and patients 
interact? 
4. Do staff and patients 
tend to occupy physically 
segregated areas of the 
unit’? 
 
Consecutive admissions: 
No patient refused to 
give consent.  
 
All staff had consented 
to the unit being 
evaluated. 
 
Total of 288 samples.  
Observation of 
both patient and 
staff activities 
and use of ward 
areas 
Nurses: 
o Time with patients 
21.5% 
o Interaction with other 
staff 42.9% 
Patient 
o Individual interaction 
time with nurses 12% 
 
14. Seed, et al., 
2010  
USA 
1. Describe the amount of 
time nurses spend on ten 
components of the inpatient 
psychiatric nursing role. 
2. To examine these 
specific role components 
and their effects on job 
satisfaction 
3. Explore the nurses’ 
perceptions of their actual 
role and the role they would 
ideally like to perform. 
 
A total of seven locked 
psychiatric units: 73 
RN’s  
Convenience sampling 
 
 
Observational Mean (minutes) 
- Taking Care of the Patient: M = 59.72 
- Completing Admissions and 
Discharges: M = 42.41 
- Documentation/Paper Work: M = 
119.79 
- Managing Medications: M = 36.01 
- Communicating with Physicians: M = 
6.62 
- Communicating with Healthcare 
Team: M= 96.30 
- Keeping the Unit Safe: M = 24.38 
- Developing Therapeutic 
Relationships: M = 21.28 
- Teaching Symptom Management: [0 
minutes, n = 55], n = 18  M = 8.84  
- Developing Supportive Work 
Relationships: M = 32.71 
 
15. Torkelson & 
Seed, 2011 
1. The difference between 
male and female psychiatric 
Data collected on 73 
RN’s. Convenience 
Observational Female nurses spent significantly more 
time (mean = 25.17 minutes, SD = 
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Author Aim  Participants Method Outcome 
USA nurses job performance and 
job satisfaction 
sampling 
High percentage of 
males in the sample 
(39%, n = 28). 
27.45) than male nurses (mean = 15.02 
minutes, SD = 13.69) developing thera-
peutic relationships with patients (mean 
difference = 10.14 minutes, p < 0.05). 
As for the other observed role 
components, no difference was found in 
the amount of time spent on specific 
functions on the basis of gender.  
 
16. Whittington 
& McLaughlin, 
2000 
Ireland 
1. How much time do 
psychiatric nurses in 
selected acute admission 
wards spend in specified 
activities during the course 
of a working day? 
2. What proportion of their 
work time do psychiatric 
nurses in selected acute 
admission wards spend in 
one-to-one interaction with 
patients? 
3. What proportion of the 
time spent by psychiatric 
nurses in selected acute 
admission wards in one-to-
one interaction with patients 
can be defined as potentially 
therapeutic? 
 
All registered mental 
nurses: 60% D grade; 
40% E grade 
 
Male: 12% 
Female: 88% 
 
20 nurses – 
convenience sampling 
 
Observational – 
NURDARS tool 
Patient contact:                             
4562min    42.7% 
 
Non-patient contact:                    
6118min    57.3% 
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